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One of every five children under age 18 living in the United 
States is an immigrant or has immigrant parents. The majority of these 
children are of Hispanic or Asian origin and, as such, are contributing to 
the growing racial and ethnic diversity of the U.S. child and youth 
population. Because of the long-term importance of children in immigrant 
families to the American economy and society, the Committee on the Health and 
Adjustment of Immigrant Children and Families was appointed to conduct a 
study intended to: (1) synthesize and supplement the relevant research 

literature and provide a demographic description of children in immigrant 
families; (2) clarify what is known about the development of children in 
immigrant families regarding the risk and protective factors associated with 
differential health and well-being of different immigrant groups and the 
delivery of health and social services to these groups; and (3) assess the 
adequacy of existing data and make recommendations for new data collection 
and research needed to inform and improve public policy and programs. 
Following an executive summary, Chapter 1 of this resulting report, "Children 
in Immigrant Families," discusses the charge and scope of the study, the 
policy and scientific contexts, terminology and analytical distinctions, and 
the organization of the report. Chapter 2, "Socioeconomic and Demographic 
Risk, " describes general childhood risk factors and risk factors specific to 
children in immigrant families. Chapter 3, "Health Status and Adjustment," 
includes discussions of birth weight and infant mortality, chronic health 
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conditions, environmental toxins, and adolescent health. Chapter 4, "Public 
Policies, " includes discussions of public benefits and health coverage and 
access. Chapter 5, "Conclusions and Recommendations," discusses the study’s 
findings and makes recommendations for future research and data collection. 
The book’s appendices are: (1) "Workshop Participants"; (2) "Socioeconomic 
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Preface 



Children in immigrant families figured prominently in the 
board's earliest discussions about critical, but neglected, areas of 
research and policy. They were the subject of a workshop, in Sep- 
tember 1994, on the Invisible Immigrant Population: Young Chil- 
dren and Their Families, supported by The David and Lucile 
Packard Foundation and the National Research Council's inter- 
nal funds. Appendix A provides a list of the workshop partici- 
pants. The workshop participants strongly urged the board to 
undertake a comprehensive study of these children, in part to 
bring them to the forefront of attention of those who fund research 
and make policy on behalf of children, youth, and families. 

The Board on Children, Youth, and Families of the Commis- 
sion on Behavioral and Social Sciences and Education (CBASSE) 
of the National Research Council (NRC) and the Institute of Medi- 
cine (IOM) established the Committee on the Health and Adjust- 
ment of Immigrant Children and Families in March 1996. The 
committee was composed of 19 members with expertise from 
public health, pediatrics, child psychiatry, developmental psy- 
chology, population studies, anthropology, sociology, economics, 
public policy, law, and history. The committee's charge was to 
synthesize the relevant research literature and provide demo- 
graphic descriptions of immigrant children and families; clarify 
what is known about the varying trajectories that now character- 
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ize the families and development of immigrant children, about 
the risk and protective factors associated with differential health 
and well-being of different immigrant groups, and about the de- 
livery of health and social services to these groups; and assess the 
adequacy of existing data and make recommendations for new 
data collection and research needed to inform and improve pub- 
lic policy and programs. 

In order to address the various elements of the study charge, 
the committee and study staff engaged in a range of information 
collection activities. It invited presentations and written submis- 
sions from many experts involved in immigrant policy and re- 
search. A workshop on ethnographic research on the health and 
well-being of immigrant children and families was held to fur- 
ther expand the knowledge base of the committee. 

The committee also commissioned new, detailed analyses of 
more than a dozen existing data sets that constitute a large share 
of the national system for monitoring the health and well-being 
of the U.S. population. Because, prior to these new analyses, few 
of these data sets had been used to assess the circumstances of 
children in immigrant families, the analyses enormously expand 
the available knowledge about the physical and mental health 
status and risk behaviors, educational experiences and outcomes, 
and socioeconomic and demographic circumstances of first- and 
second-generation children, compared with those with U.S. -born 
parents. The results from these analyses will be published in a 
separate volume tentatively titled Children of Immigrants: Health , 
Adjustment , and Public Assistance. 

The committee's early deliberations coincided with congres- 
sional actions that made far-reaching changes in immigrants' eli- 
gibility for public benefits, effectively reversing years' of prece- 
dent by which immigrants residing legally in the United States 
received most benefits on the same terms as U.S. citizens. These 
changes, enacted as part of welfare reform, emerged from highly 
contentious debates about the role of working-age immigrants in 
today's society — their impact on labor markets, dependence on 
public assistance, and contributions to the changing ethnic com- 
position of our citizenry. Immigrant children, who will be pro- 
foundly affected, were essentially invisible in those debates. As a 
result, policies for children in immigrant families are being forged 
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by default, without the benefit of an informed discussion about 
potential impacts on their development and future prospects. 

This salient policy context lent added urgency to the work of 
the committee. Although we could not draw any conclusions 
about the recent policy changes, our work offers a critical 
"baseline" portrait of immigrant children prior to welfare reform 
against which their status can be compared in the coming years. 
Equally important, the committee has high hopes that this study 
will ensure that immigrant children will be centrally featured in 
future discussions of policies that shape their lives. 

The well-being and development of children are a priority for 
all America, because they are our future and because the rapid 
growth in the number of children who live in immigrant families 
gives them special prominence. The study makes specific recom- 
mendations concerning research, data collection, and information 
dissemination that are intended to expand scientific knowledge 
about children in immigrant families and to help inform future 
public policy deliberations. It is the collective product of the en- 
tire committee, and it could not have been produced without the 
generous contributions of time, thought, and hard work of all 
members. 



Evan Charney, Chair 
Donald J. Hernandez, Study Director 
Committee on the Health and Adjustment 
of Immigrant Children and Families 
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Executive Summary 
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ie children of today offer a preview of the nation's future 
citizens, workers, and parents. One of every five children 
under age 18 living in the United States — that is, 14 mil- 
lion — is an immigrant or has immigrant parents. Available evi- 
dence suggests that, on many measures of health and well-being, 
they perform as well as or better than U.S.-born children with 
U.S.-born parents. Over time and across generations, however, as 
immigrant children become part of American society, many of 
these advantages do not appear to be sustained. 

The vast majority of children in immigrant families are ad- 
mitted legally or are citizens by dint of birth in the United States 
to parents who are immigrants. Family reunification is a corner- 
stone of U.S. immigration policy, and many immigrants enter as 
family members of U.S. residents or as spouses or children of per- 
sons who enter legally under various immigration statuses. 
Three-fourths of all children in immigrant families have been U.S. 
citizens all their lives because they were born in this country, and 
one-fourth immigrated to the United States from elsewhere. Since 
1990, the number of children and youth in immigrant families has 
expanded almost seven times faster than the number in U.S. -born 
families. 

The majority of these children are of Hispanic or Asian origin 
and, as such, are contributing to the growing racial and ethnic 
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diversity of the U.S. child and youth population. As the predomi- 
nantly white baby-boom generation reaches retirement age, it will 
depend increasingly for its economic support on the productivity, 
health, and civic participation of adults who grew up in minority 
immigrant families. Indeed, the long-term consequences of con- 
temporary immigration for the American economy and society 
will hinge more on the future prospects of children in immigrant 
families than on the fate of their parents. 

Because of the burgeoning importance of children and youth 
in immigrant families to the vitality of the nation, the Committee 
on the Health and Adjustment of Immigrant Children and Fami- 
lies was appointed to conduct a study to: 

• synthesize and supplement the relevant research literature 
and provide a demographic description of children in immigrant 
families, 

• clarify what is known about the development of children 
in immigrant families regarding the risk and protective factors 
associated with differential health and well-being of different im- 
migrant groups and the delivery of health and social services to 
these groups, and 

• assess the adequacy of existing data and make recommen- 
dations for new data collection and research needed to inform 
and improve public policy and programs. 

The committee was keenly aware throughout its deliberations 
that children who live in poverty — many of them racial and eth- 
nic minorities — often experience restricted access to many of the 
resources, programs, and benefits that it considered specifically 
with respect to immigrant children and children with immigrant 
parents. African-American children, in particular, whose histori- 
cal legacy arises from one of this nation's earliest immigration 
policies and from the abiding significance of race in American 
culture, face life chances that are often characterized by the same 
risks and foreclosed opportunities that are thought to apply to 
many immigrant children. In its calls for new research, the com- 
mittee is explicit about the importance of making comparisons 
between today's children in immigrant families and U.S.-born 
black children whose immigrant ancestry is many generations re- 
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moved (as well as to other children in "at risk" groups) in order 
to better understand the successes and failures of our nation's 
child and family policies and to understand fully the forces that 
shape successful adaptation and incorporation. 



POTENTIAL INFLUENCES ON HEALTH AND ADJUSTMENT 

All children share the same basic needs. Children in immi- 
grant families are no different from others in the United States in 
their need for food, clothing, shelter, physical safety, psychologi- 
cal nurturing, health care, and education. They also share a de- 
pendence on adults in their families, communities, and govern- 
ments to ensure their healthy development. And many of the 
factors that affect children's future opportunities for employment, 
stable families, and constructive roles as citizens undoubtedly af- 
fect all children similarly. 

Beyond shared needs, however, the conditions associated 
with immigrant status have important and distinct consequences. 
The extent to which children in immigrant families experience 
healthy development and successful adjustment depends on: (1) 
the assets and resources they bring from their country of origin, 
(2) how they are officially categorized and treated by federal, 
state, and local governments, (3) the social and economic circum- 
stances and cultural environment in which they reside in the 
United States, and (4) the treatment they receive from other indi- 
viduals and from health and social institutions in the receiving 
community. 

Most immigrant children and youth have origins in Latin 
America or Asia, regions with dozens of languages and enormous 
diversity in cultural beliefs and practices. Those who speak En- 
glish or acquire English quickly — and who have parents who 
speak English — are likely to have an advantage as they adjust to 
school, attempt to fit into peer groups, and, in general, navigate 
within American culture. Immigrants who live in a U.S. commu- 
nity with a large network of family members and other people 
from their home country may receive substantial personal, social, 
and economic support, including information about medical and 
health services, schools, jobs, and other resources, that ease the 
adaptation process. Immigrants who are more isolated may face 
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greater difficulties, although, depending on where they settle, 
they may avoid some of the deleterious aspects of living in the 
large U.S. cities where many immigrant families reside. 

Immigrants also differ greatly in their reasons for migrating 
and in the socioeconomic resources they bring to the United 
States. Some arrive with limited education, seeking work as 
manual laborers in unskilled jobs; others may be characterized by 
high educational accomplishments and come in search of skilled, 
technical, or professional positions. Immigrants motivated by 
family ties may wish to join family members already in the United 
States or to accompany family members who are emigrating. 
Refugees arrive in the United States having fled war-tom or po- 
litically repressive or unstable countries and sometimes to avoid 
persecution or death. 

Prior to passage of the Personal Responsibility and Work Op- 
portunity Reconciliation Act of 1996 (PRWORA, hereafter referred 
to as welfare reform), eligibility rules for most health and welfare 
programs were nearly identical for legal immigrants, refugees, 
and native-born citizens. Under welfare reform, the extremely 
restrictive eligibility rules for many programs that applied his- 
torically only to illegal immigrants are now also applied to legal 
immigrants who arrived after August 22, 1996 (when the law was 
enacted), unless they become citizens, and to refugees beginning 
five to seven years after their arrival in the United States. In addi- 
tion, the locus of many decisions affecting the eligibility of immi- 
grant children and families for many benefits has shifted from the 
federal government to the states — a situation that is likely to lead 
to more variability in their access to benefits. 

The law's impact on immigrant children will derive in large 
part from the programmatic reach of the new restrictions on im- 
migrants' eligibility for public benefits, which go beyond welfare 
as conventionally known to encompass Medicaid, Supplemental 
Security Income (SSI), the Food Stamps Program, and noncash 
services. And yet these policy changes were made with virtually 
no explicit debate about their potential effects on children and 
without consideration of the need for new scientific evidence on 
these effects. 

Low income is a well-documented negative risk factor for the 
healthy development of children generally. The income level of 
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children in immigrant families is determined largely by the em- 
ployment opportunities of their parents, although publicly 
funded health and social programs have historically provided a 
safety net for very low-income families. Since 1980, employment 
and real wages have declined for men with less than a college 
education, which includes many immigrants, and the earnings 
gap separating Hispanics and blacks from whites has expanded 
among both men and women. Children and parents in immi- 
grant families belonging to these racial and ethnic minorities may 
assimilate to native minority groups and thus find their opportu- 
nities restricted in ways similar to these nonimmigrant minori- 
ties. 

Children in immigrant families who belong to racial and eth- 
nic minorities may face more or less discrimination depending on 
where they live, which can also affect their access not only to eco- 
nomic opportunities, but also to medical, health, educational, and 
housing resources. Access to valuable or necessary services can 
be facilitated for those who do not speak English well if those 
services are provided in the native language of immigrants or in a 
culturally competent fashion. 



HEALTH, ADJUSTMENT, AND PROTECTIVE FACTORS 

The physical and mental health of children and youth in im- 
migrant families and the extent to which they adjust successfully 
to U.S. society is a very broad topic for which available evidence 
is sparse. Along a number of important dimensions, children in 
immigrant families appear to experience better health and adjust- 
ment than do children in U.S.-born families. There are important 
exceptions, however. 

Parental reports suggest that, compared with children in U.S.- 
born families, children in immigrant families have fewer specific 
acute and chronic health problems and have lower prevalences of 
accidents and injuries. Rates of low birthweight and infant mor- 
tality also are lower among children born to immigrant women 
than to U.S. -bom women. In fact, the substantial positive differ- 
ential in neonatal outcomes for foreign-bom women has been 
called an epidemiological paradox because it would be expected, 
based on their lower socioeconomic status and sometimes lower 





6 



FROM GENERATION TO GENERATION 



utilization of prenatal care, that they would have worse birth out- 
comes than U.S.-born women. 

There may also be increased risk for some adverse health con- 
ditions: children in immigrant families from specific countries of 
origin may experience elevated risks from malaria, helminthic in- 
fections, congenital syphilis, hepatitis B, and drug-resistant tu- 
berculosis. Children of migrant farmworkers may be exposed to 
damaging environmental toxins. And Mexican-origin children in 
immigrant families are considerably more likely to be reported 
by their parents as having poor health and dental problems, and 
they have been found to exhibit elevated blood lead levels. 

Among adolescents overall and for most specific countries of 
origin studied, immigrants are less likely than U.S.-born adoles- 
cents with immigrant and U.S.-born parents to consider them- 
selves in poor health or to have school absences due to health or 
emotional problems. First-generation immigrant adolescents are 
also less likely to report that they engage in risky behaviors, such 
as first sexual intercourse at an early age, delinquent or violent 
behaviors, and use of cigarettes and substance abuse. Yet immi- 
grant adolescents living in the United States for longer periods of 
time tend to be less healthy and to report increases in risk behav- 
iors. By the third and later generations, rates of most of these 
behaviors approach or exceed those of U.S.-born white adoles- 
cents. Adolescents in immigrant families also appear to experi- 
ence overall levels of psychological well-being and self-esteem 
that are similar to, if not better than, adolescents in U.S.-born fami- 
lies. At the same time, however, immigrant adolescents report 
feeling less control over the outcomes in their own lives and less 
popular with their classmates. 

For young children generally, success in school is fostered by 
family members who teach their children letters and numbers, 
read to them, and work on projects with them; take them on a 
variety of educational outings; and become involved at their 
children's schools. Three- to 8-year-old children in immigrant 
families are as likely, or only slightly less likely, as children in 
U.S.-born families to have parents that contribute to their educa- 
tional adjustment and success in these ways. However, children 
in immigrant families, compared with their U.S.-born peers, are 
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much less likely to experience the benefits of attending a 
prekindergarten program. 

Several studies have reported that educational aspirations, 
grade point averages, and math test scores for adolescents in im- 
migrant families are comparable to or higher than those for ado- 
lescents in U.S.-born families. However, Mexican-origin adoles- 
cents of all generations have grade point averages and math test 
scores that are substantially lower than those of white adolescents 
in U.S.-born families. The positive achievements of immigrant 
Chinese students appear to deteriorate, such that by the third gen- 
eration they reach levels about the same as white adolescents in 
U.S.-born families. 

Thus, along several important dimensions, immigrant chil- 
dren and youth appear to be protected from negative risks, but 
this advantage tends to decline with length of time in the United 
States and from one generation to the next. The social, economic, 
or cultural factors that may be responsible for providing this pro- 
tection are largely unexplored and unknown. Care must be taken 
not to overgeneralize these findings, in light of the diversity that 
characterizes children from different countries of origin with dif- 
ferent histories of migration, family circumstances, and experi- 
ences at school and in their neighborhoods. 

SOCIOECONOMIC RISK FACTORS 

One of the best-documented relationships in epidemiology 
and child development is that children who have family incomes 
below the poverty threshold, parents with low educational attain- 
ments, one parent or many siblings in the home, or overcrowded 
housing conditions are at risk of negative health, developmental, 
and educational outcomes. Children in immigrant families in 
1990 experienced, on average, a somewhat higher poverty rate — 
largely attributable to the high poverty rate for first-generation 
immigrant children — but were less likely than children and youth 
in U.S.-born families to have only one parent at home and, for 
most countries of origin, had fathers with high rates of labor force 
participation. They were also, however, more likely to have many 
siblings, much more likely to have parents with very low educa- 
tional attainments, and to live in overcrowded housing. Along 
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each dimension, second-generation children (those bom in the 
United States with at least one immigrant parent) experienced 
substantially less risk than did first-generation children (the 
foreign-bom). 

Socioeconomic risk levels differed enormously among chil- 
dren in immigrant families with different countries of origin. Of 
particular concern are children with origins in 12 specific coun- 
tries that account for close to half of all children in immigrant 
families; their average poverty rates exceed 25 percent; their par- 
ents tend to have very little formal education; and they are at 
high risk of living in overcrowded housing. Interestingly, pov- 
erty within this subgroup of countries was not consistently re- 
lated to low rates of labor force participation by fathers or to liv- 
ing in a single-parent family or a family with many siblings. 
Many officially recognized refugees come from five of these coun- 
tries (the former Soviet Union, Cambodia, Laos, Thailand, and 
Vietnam) and immigrants from four of these countries have fled 
countries experiencing war or political instability (El Salvador, 
Guatemala, Nicaragua, and Haiti). Two are small countries send- 
ing many migrants seeking unskilled work (Honduras and the 
Dominican Republic). The 12th country is Mexico, which cur- 
rently sends the largest number of both legal and illegal immi- 
grants and which has been a major source of unskilled labor for 
the U.S. economy throughout the twentieth century. 

RISK FACTORS SPECIFIC TO IMMIGRANTS 

Lack of English fluency and other cultural differences may 
not pose enormous difficulties for immigrants in communities 
with a large number of individuals from the same country of ori- 
gin, but they can limit their effective functioning in the broader 
society in health facilities, schools, and other settings that provide 
essential resources to children in immigrant families. Children 
from the 12 countries noted above with especially high socioeco- 
nomic risks are highly likely to live in linguistically isolated 
households in which no one age 14 and over speaks English very 
well. Overall, the proportion of children with non-English-speak- 
ing parents today is similar to the level at the turn of the century. 
Nevertheless, there is considerable documentation of the very 
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rapid rate at which immigrant children and youth acquire En- 
glish proficiency. 

Access to needed services may be further complicated by cul- 
tural beliefs that differ from Western concepts, most notably with 
regard to perceptions of illness, health care-seeking behavior, and 
response to treatment. In recognition of these facts, the medical 
community through its major professional arms has repeatedly 
called for the provision of services that are provided in a cultur- 
ally competent and sensitive manner and that take language bar- 
riers into account. Implementation of these ideals, however, re- 
mains limited and data regarding the health consequences of cul- 
turally sensitive practices remain largely anecdotal or based on 
small, nonrepresentative samples. 

PUBLIC ASSISTANCE AND HEALTH SERVICES: 
PARTICIPATION AND USE 

Benefits and services provided by health and social programs, 
whether from public or private sources, represent important in- 
vestments in and critical resources for all children and youth, in- 
cluding but not restricted to those in immigrant families. Prior to 
welfare reform, children in immigrant families were about as 
likely as, or only slightly more likely than, children in U.S.-born 
families to live in families receiving public assistance, particularly 
noncash assistance. Most of the differences that existed reflected 
higher participation for first-generation children. 

The comparatively high rates of reliance on public assistance 
among first-generation families are largely attributable to their 
disadvantaged socioeconomic and demographic characteristics, 
not to their immigrant status per se. When comparisons are made 
between children in immigrant and U.S.-born families at the same 
socioeconomic levels, either the differences disappear, or children 
in immigrant families, including those of Mexican origin, are 
found to rely less on many public assistance programs than chil- 
dren in U.S.-born families. In addition, the special refugee status 
of many immigrants from Southeast Asia and the former Soviet 
Union appears to involve comparatively high participation rates 
for the first generation. 

Access to health services, particularly for children, is essen- 
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tial to ensure that preventive services are provided as recom- 
mended, acute and chronic conditions are diagnosed and treated 
in a timely manner, and health and development are adequately 
monitored so that minor health problems do not escalate into se- 
rious and costly medical emergencies. Access, in turn, is facili- 
tated by health insurance coverage and having a usual source of 
care. 

Immigrant children and youth are three times as likely and 
second-generation children and youth are twice as likely, com- 
pared with the third and later generation, to lack health insurance 
coverage, mainly because of its high cost and lack of employer 
coverage. Even among children whose parents work full-time, 
year-round, those in immigrant families are less likely to be in- 
sured than those in U.S.-born families. Hispanic children are the 
most likely of all immigrant groups studied to lack health insur- 
ance. 

Medicaid has played an important role in reducing the risk of 
uninsurance among children and youth in immigrant families, 
with about one in four receiving their coverage through this 
source. Moreover, in large part due to the automatic eligibility of 
refugees for Medicaid, Southeast Asian children exhibit very low 
rates of uninsurance despite their very low socioeconomic status. 

Immigrant children — regardless of whether they are His- 
panic, Asian, or white — are considerably less likely than U.S.-born 
children with either immigrant or U.S.-born parents to have had 
at least one doctor's visit during the previous 12 months. They 
are also less likely to have a usual health care provider or source 
of health care. Children in immigrant families who are uninsured 
are less likely to have a connection to the health care system than 
those with Medicaid or private or other coverage. Those who are 
uninsured and who have no usual source of care have the lowest 
probability of having seen a doctor. 

These associations replicate those found in the pediatric 
health services literature for children in general, suggesting that 
the health of children in immigrant and U.S-born families de- 
pends on the same factors and benefits from the same supports. 
It is thus of particular concern that, unlike any other group of 
children in the United States, those in immigrant families have 
been barred from eligibility for Medicaid, Supplemental Security 
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Income, and, in all likelihood, the new State Child Health Insur- 
ance Program (SCHIP) that is designed to extend coverage to chil- 
dren not presently eligible for existing health benefits. 

THE LIMITS TO CURRENT KNOWLEDGE 

Valid conclusions about differences across generations for 
children from diverse countries of origin require that they be iden- 
tified according to their own and their parents' countries of birth 
and their immigrant and citizenship status. Such inferences also 
require sample sizes by generation, immigrant status, and coun- 
try of origin that are large enough to support statistically reliable 
estimates. 

Meaningful conclusions about the circumstances and causal 
processes affecting children in immigrant families require, in ad- 
dition, the identification and measurement of those aspects of the 
immigrant experience, context, and culture that are unique to im- 
migrants, as well as those factors that are relevant to the healthy 
development of all children living in the United States. Few na- 
tional information systems currently collect the full array of data 
needed on country of origin and immigrant status, few have 
samples large enough to support conclusions for more than three 
or four specific countries of origin, and none has progressed sig- 
nificantly in collecting information on aspects of healthy devel- 
opment and adjustment that may be unique to children in immi- 
grant families. Thus, most conclusions regarding children in im- 
migrant families in the United States must be viewed as first steps 
toward acquiring more definitive knowledge. 

In this context, our recommendations for new research and 
data collection are intended to lead to increased knowledge in a 
wide range of areas, including the extent to which and the rea- 
sons that (1) high poverty and other socioeconomic and demo- 
graphic risk factors among children in immigrant families do or 
do not lead to negative outcomes, compared with children in U.S.- 
born families, (2) beneficial circumstances and outcomes for chil- 
dren in immigrant families appear to deteriorate over the life 
course and across generations, and (3) recent and continuing 
changes in welfare and health care policy have positive or nega- 
tive consequences for children in immigrant families. 
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RECOMMENDATIONS FOR RESEARCH 

Recommendation 1. The federal government should fund a lon- 
gitudinal survey of children and youth in immigrant families, 
measuring physical and psychosocial development and the 
range of contextual factors influencing the development of 
these children. 

The healthy development, assimilation, and adjustment of 
children in immigrant families involves developmental issues and 
processes that are in some ways different from the experience of 
children in U.S.-born families. Yet many commonalities exist, and 
the assimilation and adaptation experience occurs within the 
same broad social, economic, and cultural context for children in 
both immigrant and U.S.-born families. 

Trajectories of healthy development, assimilation, and adjust- 
ment occur across periods of years or decades for individuals, 
and the nature of individual outcomes depends on the timing and 
sequencing of specific personal, family, neighborhood, and his- 
torical events in the child's life. These are best measured and 
analyzed through longitudinal data collection and research that 
follows the same individuals over extended periods. No existing 
research effort provides an adequate basis for a national assess- 
ment of these issues. Moreover, several of the most intriguing 
findings in the current literature on immigrant children — notably 
those pertaining to unexpected positive outcomes and deteriorat- 
ing outcomes over time — require longitudinal data and substan- 
tial contextual information if their causes and pathways are to be 
clarified. 

In addition, it is critical that the sampling strategy of the sur- 
vey allows for explicit comparisons not only among the various 
immigrant groups, but also to U.S.-born black, Hispanic, and 
white children with U.S.-born parents so that lessons can be 
learned about policies and practices that either have worked or 
failed for different groups of children in the United States. Only 
with appropriate comparison groups will knowledge about the 
development of children in immigrant families be placed in the 
context of the range of experiences and outcomes experienced by 
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native groups and, particularly by minority children whose im- 
migrant origins are generations removed. 

Recommendation 2. A series of ethnographic studies on the 
physical and mental health of children and youth in diverse 
immigrant families should, insofar as possible, be embedded 
in the proposed longitudinal survey of children in immigrant 
families or in other national surveys. 

The proposed longitudinal survey of children in immigrant 
families can provide statistically reliable estimates of major out- 
comes and processes for children in immigrant families as a 
whole, and for important social and cultural subgroups. But sur- 
vey methodology is limited in its ability to study the meaning 
and interpretation that individuals give to their situations. 

Ethnographic studies have small samples that may not statis- 
tically represent the larger population, but they can provide rich 
interpretations of the processes that can only be highlighted, not 
probed in depth, with survey methodology. The origins and ef- 
fects of health-promoting behaviors; individual, family, and com- 
munity coping strategies; and the role of biculturalism in child 
development are examples of issues that lend themselves to this 
methodology. 

Recommendation 3. Both quantitative and qualitative research 
should be conducted on the effects of welfare and health care 
reform for children and youth in immigrant families, and on 
how access to and effectiveness of health care and other ser- 
vices are affected by the provision of culturally competent care. 

The consequences of recent and continuing changes in wel- 
fare and health policies may be more immediate and profound 
for children in immigrant families than for others because eligi- 
bility has been cut most drastically, or made a state option, for 
noncitizen legal immigrants. Yet none of the major evaluations of 
welfare and health reform is focused particularly on consequences 
for children in immigrant families, nor have these children been 
identified as a major subgroup for study. At a minimum, efforts 
to assess the consequences of health and welfare reforms need to 
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include substantial subsamples of children in immigrant families. 
They should also pay attention to factors uniquely relevant to 
outcomes for these children, such as their circumstances of mi- 
gration, the duration of child and parental residence in the United 
States, and the immigrant status of siblings and parents. 

The need for care to be provided in a culturally competent 
manner, including immigrant involvement in programs for their 
own care, has being widely recognized by numerous federal and 
international health agencies and professional associations of 
physicians, nurses, and social workers. Efforts supported by fed- 
eral and state governments, professional organizations, and 
health care institutions should be systematically assessed to pro- 
vide the basis for implementing and evaluating community inter- 
vention programs that are also culturally sensitive. 

RECOMMENDATIONS FOR DATA COLLECTION AND 
INFORMATION DISSEMINATION 

Recommendation 4. The federal government should collect and 
code information on country of birth, citizenship status, and 
parents' country of birth in key national data collection systems. 
This information should be made available through public use 
microdata samples and other vehicles for public distribution of 
data. 

Federal agencies currently conduct or fund major data collec- 
tion and research efforts that constitute the core of the national 
information system for monitoring and understanding changes 
in the physical and mental health of the U.S. population, as well 
as the circumstances and risk factors related to the family, educa- 
tion, employment, income, participation in public benefit pro- 
grams, housing, and crime. Despite the growing importance of 
children in immigrant families to the well-being of the nation, 
few of these information-gathering efforts provide a sound basis 
for monitoring changes in the conditions and needs of children in 
immigrant families, as distinct from children in U.S.-born fami- 
lies, because immigration and citizenship status and country of 
origin are not collected or are not made available for research pur- 
poses. 
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Recommendation 5. As the federal government develops new 
surveys or draws new samples to supplement or extend exist- 
ing surveys, it should select and include subsamples that are 
large enough to reliably monitor the circumstances of children 
and youth in immigrant families as a whole and, where fea- 
sible, for specific countries of origin. 

New samples are drawn periodically for continuing surveys 
and will be drawn for new national surveys in the future. De- 
spite growth of the immigrant population, samples in most na- 
tional surveys are too small to sustain statistically reliable esti- 
mates for the foreign-bom population as a whole. This difficulty 
can be resolved by drawing samples in which the foreign-bom 
and their families represent a larger proportion than they are in 
the general population. 

Recommendation 6. Key indicators of child well-being pub- 
lished in the annual report of the Federal Interagency Forum on 
Child and Family Statistics should, insofar as possible, distin- 
guish among foreign-bom immigrant children (first genera- 
tion), U.S.-bom children in immigrant families (second genera- 
tion), and U.S.-bom children in U.S.-bom families (third and 
later generations). 

Children in immigrant families are the fastest-growing com- 
ponent of the child population, and often their language and cul- 
ture make them a distinguishable minority group. Although a 
recent presidential executive order mandates the Federal Inter- 
agency Forum on Child and Family Statistics to publish an an- 
nual report on children (U.S. Department of Health and Human 
Services, 1996, 1997), as yet there is virtually no public dissemina- 
tion of information on even the most basic indicators of the con- 
ditions and well-being of children in immigrant families. We rec- 
ommend that key indicators of child well-being published in this 
report should distinguish insofar as possible between immigrant 
children, U.S.-bom children in immigrant families, and U.S.-bom 
children in U.S.-born families. 
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N o group of children in America is expanding more rap- 
idly than those in immigrant families. During the seven 
years from 1990 to 1997, the number of children in im- 
migrant families grew by 47 percent, compared with only 7 per- 
cent for U.S.-born children with U.S.-born parents. By 1997, 
nearly one of every five (14 million) children was an immigrant 
or had immigrant parents. More than three-fourths of children in 
immigrant families have been U.S. citizens all their lives because 
they were born in this country, and fewer than one-fourth immi- 
grated to the United States from another country. 

The physical and mental health of children in immigrant fami- 
lies is consequential for their civic participation, labor force pro- 
ductivity, and quality of parenting in the coming years and de- 
cades. Whether they experience healthy development and 
successful adaptation to life in 21st-century America will pro- 
foundly affect their roles as future citizens, workers, and parents. 

CHARGE AND SCOPE OF THE STUDY 

Despite the importance of children in immigrant families to 
the social and economic future of the United States, existing sci- 
entific research on them is disturbingly sparse. For this reason. 
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the Committee on the Health and Adjustment of Immigrant Chil- 
dren and Families was charged with three tasks: 

• To synthesize the relevant research literature and present 
results from secondary analyses of existing data sets (see National 
Research Council and Institute of Medicine, 1998) to provide de- 
mographic descriptions of children in immigrant families; 

• To clarify what is known about the varying trajectories that 
now characterize the families and the development of immigrant 
children, about the risk and protective factors associated with the 
differential health and well-being of different immigrant groups, 
and about the delivery of health and social services to these 
groups; and 

• To assess the adequacy of existing data and make recom- 
mendations for new data collection and research to inform and 
improve public policy and programs. 

A large and complex array of conditions can influence the 
physical and mental health of children, and factors associated 
with immigration expand the range and complexity of these con- 
ditions. Their health and adjustment cannot be addressed with- 
out attending to the factors relevant to all children generally; in- 
sofar as possible, this report discusses ways in which these factors 
are similar or different for children in immigrant families and 
U.S.-born children in U.S.-born families. But we are especially 
interested in the circumstances that may be particularly relevant 
to these children, as well as those that may vary greatly across 
children whose families hail from different continents or coun- 
tries. 

This report does not address many important issues of immi- 
gration processes and policies that are not directly linked to the 
health and adjustment of children in immigrant families, nor does 
it explore in detail the processes influencing the physical and 
mental health of children and adolescents generally. For example, 
the report does not assess the economic, demographic, or fiscal 
effects of immigration (see National Research Council, 1997). It 
does not provide an analysis of why the recent changes in welfare 
policy for immigrants came about, or of their possible effects on 
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future immigrant streams, return migration, or trends in the num- 
ber of immigrants seeking citizenship. The report does not pro- 
vide a detailed assessment of the causes or reasons for immigra- 
tion to the United States. It also does not address issues related to 
foreign adoption. 

Similarly, although poverty and violence impose major bur- 
dens on health — burdens shared by people in developing and 
developed countries alike (Institute of Medicine, 1997) — this re- 
port does not review or analyze in detail the mechanisms by 
which poverty or violence foster physical, psychological, or so- 
cial difficulties among children and youth. Because many chil- 
dren in immigrant families live in poverty or may be exposed to 
violence, however, and because poverty and exposure to violence 
can profoundly affect health, this report does discuss experience 
with such conditions among children in immigrant families. 

Although the movement of people across national borders, 
not only through migration but also through tourism and inter- 
national commerce, is inevitably associated with transfers of 
health risks, such as infectious diseases, contaminated foods, ter- 
rorism, and legal or banned toxic substances, the primary focus 
of this report on children precludes discussion of these issues. A 
recent report by the Institute of Medicine (1997) discusses the criti- 
cal need for major research efforts devoted to identifying the rela- 
tionships linking international movements, poverty, and health. 

Finally, the history and major sources of support for this study 
led to a focus on health care and social welfare policies for chil- 
dren in immigrant families. As a result, the report does not ad- 
dress the many critical issues facing education policy for them. 
The report also does not provide a thorough analysis of their edu- 
cational progress. It does, however, include some discussion of 
achievement outcomes in the context of assessing their adjust- 
ment (see Chapter 3). In the committee's judgment, these issues 
warrant a thorough analysis in light of relevant emerging new 
research and proposed major shifts in state education policy for 
children in immigrant families. 
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THE POLICY CONTEXT 

In this context, children in immigrant families are an impor- 
tant focus of attention for a number of interrelated reasons, dis- 
cussed below. 



Future Population Growth 

Children in immigrant families now have a dominant role in 
future U.S. population growth. Today, the fertility rate in the 
United States is near or below the level required to replace the 
population, and the baby-boom generation is moving beyond 
childbearing ages. Therefore, most future growth in the popula- 
tion of the United States will occur primarily through immigra- 
tion and through births to immigrants and their descendants 
(Rumbaut, 1998b). 

In fact, largely because most immigrants belong to Hispanic 
or nonwhite racial and ethnic minorities. Census Bureau projec- 
tions indicate that the proportion of children under age 18 who 
are white and non-Hispanic 1 will decline steadily and rapidly, 
from about 69 percent in 1990 to 50 percent in 2030 (Day, 1993). 
Conversely, by 2030, children who are Hispanic, black, or some 
other racial minority will constitute the other half of the child- 
hood population of the United States, growing from 30 percent in 
1990. As the white majority becomes the numerical minority, 
America's well-being will increasingly depend on the children 



Tn its data collection activities, the U.S. Bureau of the Census uses a race ques- 
tion that distinguishes whites, blacks, American Indians, Asian and Pacific Is- 
landers, and various subgroups, as well as a Hispanic-origin question that distin- 
guishes Mexicans, Puerto Ricans, Cubans, and other Spanish/ Hispanic origin from 
non-Hispanic origin. Non-Hispanic whites are persons categorized as both white 
and not of Hispanic origin. Throughout this report, the term "white" is used to 
refer to persons who are non-Hispanic white. 

Population projections for ethnic groups are not necessarily accurate predic- 
tions of the future population, but are based on reasonable assumptions at the 
time they are made. For a discussion of the limitations of standard projection 
procedures, including the issues of intermarriage and the attribution of race and 
ethnicity to persons with multiple ancestries, as well as an alternative procedure 
and projections, see National Research Council (1997). 
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who today live in immigrant families and on the children they 
will bear as adults. 



Geography 

The U.S. immigrant population is concentrated in a handful 
of states and in less than a dozen major metropolitan areas. In 
1990, 76 percent of immigrants arriving in the United States in the 
1980s resided in only six states: California, New York, Texas, 
Florida, New Jersey, and Illinois (National Research Council, 
1997). 

Accordingly, children in immigrant families show pro- 
nounced geographic concentrations. In 1990, California ac- 
counted for 35 percent of all children in immigrant families, fol- 
lowed by New York, Texas, Florida, Illinois, and New Jersey, at 
12, 11, 7, 5, and 4 percent, respectively, for a total of 74 percent in 
six states. An additional seven states had at least 2 percent of all 
children in immigrant families: Arizona, Massachusetts, Michi- 
gan, Ohio, Pennsylvania, Virginia, and Washington. Three less 
populous states also had comparatively high proportions (higher 
than the national average) of children in immigrant families: Ha- 
waii, Rhode Island, and Nevada. These 16 states accounted for 84 
percent of all children in immigrant families (Hernandez and 
Darke, 1998). 



Demographic Context 

The increasing racial and ethnic diversity of the U.S. popula- 
tion due to immigration and differential birth rates among immi- 
grants will occur in the context of an aging population. Between 
1990 and 2040, as the population of children is becoming more 
racially and ethnically diverse, the proportion of children in the 
total population is projected to decline from 26 to 23 percent. Al- 
though increased racial and ethnic diversity will occur at all ages, 
greater increases will occur at younger ages. Projections indicate 
that, by 2040, 75 percent of the elderly will be white, compared 
with 59 percent of working-age adults and 50 percent for chil- 
dren. As a result, the growing elderly population will depend 
increasingly for its economic support on the productive activities 
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of working-age adults who are members of racial or ethnic mi- 
norities. 



Welfare Reform 

Welfare reform is another major reason for the importance of 
an increasing focus on immigrant children and families. The Per- 
sonal Responsibility and Work Opportunity Reconciliation Act 
(PRWORA) of 1996 fundamentally altered the nature of the safety 
net for people in need. The ramifications of the new law are par- 
ticularly far-reaching for legal resident immigrants, including 
children, who arrived in the United States after August 1996, 
eliminating their eligibility for many programs until and unless 
they become U.S. citizens. 

As discussed in Chapter 4, the law's impact on children in 
immigrant families derives in large part from new restrictions on 
a wide range of benefits, including income assistance, Medicaid, 
Supplemental Security Income (SSI), the Food Stamp Program, 
and noncash services. Moreover, the devolution of responsibili- 
ties from the federal to state governments implies that eligibility 
for and access to publicly funded health, medical, and social ser- 
vices by children in immigrant families will depend increasingly 
on decisions and investments of state and local governments. 
States now have discretion in determining eligibility for many 
programs for immigrants residing in the United States prior to 
August 1996. Because children in immigrant families are concen- 
trated in a few states, and a small number of states have compara- 
tively high proportions of children living in immigrant families, 
the eligibility rules in these states will be critical both to these 
children and to state expenditures. Major public policy research 
is needed to focus on the consequences of this significant depar- 
ture from prior policy. 

THE SCIENTIFIC CONTEXT 

The health and development of children in immigrant fami- 
lies are severely understudied issues. Little attention has been 
paid to them in studies of immigrants and their assimilation, and 
they have been virtually invisible in the developmental research 
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literature (Booth et al., 1997; Buriel, 1994; Garcia Coll and 
Magnuson, 1997; Laosa, 1990, 1997; Rumbaut, 1997a). The ab- 
sence of a research literature specifically on children in immigrant 
families posed a major challenge to the committee's inquiry into 
their circumstances, well-being, and life prospects. 

In our efforts to develop recommendations to fill this large 
gap, the committee examined key concepts and recent advances 
in four research traditions that have the potential to inform the 
development of a knowledge base on children in immigrant fami- 
lies: (1) immigration and assimilation, (2) the development of 
minority children, (3) life-course development, and (4) risk and 
protective factors in development. This research extends across 
the disciplinary boundaries of the behavioral and social sciences 
and embraces cross-national networks of investigators. It pro- 
vides a bridge to the long-standing research on immigration and 
suggests the structure of an emerging research enterprise focused 
on children in immigrant families. We briefly describe key devel- 
opments in these research traditions that the committee views as 
relevant to understanding the development of these children. 

Immigration and Assimilation 

The concept of assimilation has been at the center of research 
on U.S. immigration since the turn of the century (Gordon, 1964; 
Park and Burgess, 1924; Warner and Srole, 1945). Both the termi- 
nology of assimilation and research in this area have been contro- 
versial, in part due to their close ties to the politics of race. Stud- 
ies of assimilation have traditionally focused on the experiences 
of adults and, accordingly, have not been influenced by nor have 
exerted influence on theory in child development. Research on 
children in immigrant families has the potential to bring theory 
and research on assimilation and development into closer align- 
ment and thereby enhance research on immigrants of all ages. 

Historically, study of the assimilation of immigrants to the 
United States involved the study of European ethnic groups in 
American society. This literature conceived of assimilation not 
only as taking place within a single immigrant generation, but 
also as a process occurring over the course of successive genera- 
tions (Alba and Nee, 1997; Gans, 1992; Lieberson, 1973). Assimi- 
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lation was operationalized primarily by examining educational 
and economic attainments, as well as intermarriage and child- 
bearing behavior (Chiswick, 1977, 1978, 1986; Lieberson and Wa- 
ters, 1988; Neidert and Farley, 1985; Warner and Srole, 1945). 

Early literature also pointed to the persistence of diverse out- 
comes and distinct ethnic subcultures (Gordon, 1964; Lieberson 
and Waters, 1988; Lind, 1995), cautioning that assimilation does 
not occur at the same pace or even in the same direction for all 
immigrants. Accordingly, research in this area employed a com- 
parative historical approach that examined differing contexts of 
ethnic contact, competition, conflict, and assimilation (Shibutani 
and Kwan, 1965). 

Following in this tradition, the literature on more recent im- 
migrants examines ways in which the outcomes of the assimila- 
tion process are affected by the changing opportunities for up- 
ward mobility and social integration that different immigrants 
confront (Alba and Nee, 1997; Borjas, 1995; Gans, 1992; Nee et al., 
1994; Lalonde and Topel, 1991; Rumbaut, 1997b). Recent evidence 
linking declining health and mental health outcomes among im- 
migrants to length of time in the United States (Guendelman and 
Abrams, 1995; Marks et al., 1990; Rumbaut and Weeks, 1996) has, 
in particular, spurred research that considers the adaptation pro- 
cess as one of " segmented" assimilation to the cultural practices, 
health behaviors, and economic fortunes that characterize differ- 
ent sectors of American society (Alba and Nee, 1996; Lalonde and 
Topel, 1991; Portes, 1996; Rumbaut, 1997a). 

This contemporary literature suggests that society's incorpo- 
ration of the children of immigrants today is likely to take differ- 
ent pathways, depending on a variety of conditions and contexts, 
vulnerabilities, and resources. The new immigration is character- 
ized by enormous variation in ethnic and socioeconomic back- 
ground, neighborhood contexts, and the opportunities for work 
experience and education. At the turn of the century, most jobs 
required low levels of skill, but the expanding urban-industrial 
economy provided opportunities for upward economic mobility, 
and high levels of intergenerational assimilation may have been 
related to the subsequent low levels of immigration. For recent 
immigrants with limited education and skills who are entering 
an economy with many jobs that require high educational attain- 
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merits, their opportunities for upward economic mobility may be 
more limited, and continuing immigration may slow assimilation. 

As a result, rather than being a homogenizing experience, 
assimilation may produce highly divergent trajectories among 
different immigrant groups, with some experiencing upward mo- 
bility and others experiencing persistent poverty and other detri- 
mental outcomes (Portes and Rumbaut, 1996; Portes and Zhou, 
1993; Rumbaut, 1994b). Moreover, the assimilation process may 
not be uniform in terms of variations in health and nutrition, ac- 
quisition of English, educational and economic attainments, and 
cultural experiences. 

Points of intersection between research on assimilation and 
models of development can be readily identified. Certainly, the 
economic, linguistic, and social assimilation of immigrant parents 
will influence the well-being of their children and the likelihood 
that they will successfully adapt to American society. Immigrant 
parents who experience economic assimilation are more able to 
provide the material, social, and cultural resources that facilitate 
the successful adaptation of their children. However, in the ab- 
sence of economic assimilation, the harsher material circum- 
stances and sociocultural isolation of immigrants locked into low- 
paying jobs may impede successful adaptation by their children. 
It is clearly important to study separately the well-being and ad- 
aptation of children of more highly educated immigrants who 
experience more rapid economic assimilation and that of children 
whose parents enter the United States with less education and 
fewer skills. 

Knowledge about the actual adaptation patterns of the chil- 
dren of immigrants and how they relate to the assets, circum- 
stances, and fortunes of their parents is quite fragmentary. Stud- 
ies of the children, more so than of their parents, raise important 
issues about how development and adaptation to American soci- 
ety are affected by the process of migration (Laosa, 1984). For 
example, how does age at entry and level of schooling affect as- 
similation? Research on children in immigrant families has iden- 
tified their responses to acculturative stress as central to their ad- 
aptation in other arenas, ranging from school engagement and 
achievement to mental health (Chud, 1982; Cooper et al., 1994; 
Laosa, 1989, 1997). Yet little is known about subjective aspects of 
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their experiences (for example, modes of ethnic self-identification, 
aspirations for the future, intergenerational cohesion or conflict 
within families) and how these may be related to more objective 
indices of adaptation, such as school performance and English 
acquisition (Rumbaut, 1994b). 

Finally, Buriel and De Ment (1997) have proposed that the 
family acculturates as a unit and conditions the acculturation of 
individual members, suggesting the need for family-level and 
longitudinal studies of children's assimilation and the effects on 
their health and well-being. As noted by Rumbaut (1997a:498), 
"Becoming American . . . may well turn out to be a lifelong occu- 
pation [suggesting] the importance of applying a life-course per- 
spective to the analysis of social change and individual identity." 

Racial and Ethnic Stratification and the 
Development of Minority Children 

The integration of immigrants into American society is not 
only a matter of education and economics. It is also profoundly 
affected by processes of racial and ethnic stratification. At the 
beginning of the 20th century, most immigrants came from Eu- 
rope. Despite the enormous racial differences perceived at the 
turn of the century to separate northwest and southeast Europe- 
ans (U.S. Immigration [Dillingham] Commission, 1911), this ear- 
lier wave of immigrants has been characterized by high levels of 
intergenerational assimilation. Today, most immigrants come 
from Latin America, the Caribbean, and Asia and are racially clas- 
sified as Asians, blacks, Hispanics, or whites, using American 
norms that may be quite different from the racial and ethnic strati- 
fication systems in their homelands (Alba, 1990; McDaniel, 1995). 

The processes through which race and ethnicity affect the as- 
similation of today's immigrants are poorly understood. Research 
has been based largely on models developed for U.S. -born minor- 
ity populations, which focus on understanding the lingering ef- 
fects of the "failed assimilation" of Africans brought to the United 
States through practices of slave trading or immigrating volun- 
tarily but becoming absorbed into the category of "black Ameri- 
can." This literature has focused on the role of discrimination, 
residential segregation, and racial differences in educational at- 
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tainment, labor force attachment, and marital, childbearing, and 
criminal behavior, which are viewed as both fostering and result- 
ing from racial stratification. But it is increasingly accepted that 
immigrants, as well as U.S.-born minorities, assimilate as mem- 
bers of different racial and ethnic groups and that this has vast 
implications for their life chances in the context of racially and 
ethnically based social hierarchies in the United States (Alba and 
Nee, 1997; Borjas, 1995; Gans, 1992; Keith and Herring, 1991; 
Lalonde and Topel, 1991; McDaniel, 1995; Nee et al., 1994; 
Rumbaut, 1997b; Telles and Murguia, 1990). 

Critical to understanding the role of racial and ethnic stratifi- 
cation in the adjustment of immigrants to American culture and 
society is the issue of identity formation. Recent research on eth- 
nic identity formation has focused on social learning experiences, 
through which children learn about their race and ethnicity start- 
ing at very young ages. These experiences may involve exposure 
to discrimination and, in turn, shape children's understanding of 
their racial and ethnic identity and its implications for self-ap- 
praisals over the life course (Garcia Coll et al., 1996; Rumbaut, 
1994b; 1997a, 1997b; Spencer and Markstrom-Adams, 1990). The 
work of Rumbaut and his colleagues has called attention to the 
complexity of identity development among immigrant children 
and youth (Rumbaut, 1994b, 1998b). The ethnic identities of these 
children range from a plain "American" identity to national-ori- 
gin (e.g., "Cuban") and pan-ethnic (e.g., "Asian") identities and 
often evolve over the course of development. Moreover, these 
more detailed categories of ethnic identity have been found to 
predict patterns of school achievement and aspirations. The roles 
of bilingualism and second-language acquisition are also critical 
issues, not only in identity formation, but also in understanding 
family processes, adaptation to and performance in school, and 
peer relations (National Research Council and Institute of Medi- 
cine, 1997). 

Although this research highlights strengths as well as signs of 
trouble and deprivation in multicultural and minority popula- 
tions, it has not focused on the development of children in immi- 
grant families. One notable exception is the emerging literature 
on biculturalism and multiculturalism (Buriel, 1984, 1994; Buriel 
and De Ment, 1997; Chud, 1982; Gutierrez and Sameroff, 1990; 
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Ogbu, 1994; Szapocznik and Kurtines, 1980). This literature poses 
the intriguing question of when does the ability to function effec- 
tively in two or more cultures act to enhance or impede develop- 
ment. For example, does it lead to an expanded repertoire of cop- 
ing strategies? Or, in contrast, does it produce identity confusion 
and conflicts within families? To date, research on biculturalism 
suggests that children in immigrant families who are able to ac- 
cept both their own and the new host cultures are more likely to 
be well-adjusted and to achieve in school (Buriel, 1994). But this 
very new literature focuses primarily on limited samples of Mexi- 
can-origin immigrants, with few replicated findings. Other evi- 
dence suggests that bilingualism has a positive effect on child 
school achievement only until the immigrant parents themselves 
achieve a moderate level of English language proficiency (Mouw 
and Xie, 1997). 

The recent resurgence of research on minority children may 
provide insights into the development of today's children in im- 
migrant families, who are primarily of Hispanic and Asian ori- 
gins. This literature similarly faces the triple challenge of distin- 
guishing developmental mechanisms that are unique or more 
prominent for racial and ethnic minority children from those that 
characterize development for all children, understanding diver- 
sity within minority populations, and disentangling the conse- 
quences of minority status from those of its strong association 
with poverty. 

Research on minority children also provides a compelling il- 
lustration of the importance of understanding the factors that con- 
tribute to widely varying outcomes within groups (McLoyd, 1990; 
McLoyd and Randolph, 1984). Variables that best explain differ- 
ences in achievement within certain minority groups, for example, 
are sometimes different from those that best explain differences 
between groups (Howard and Scott, 1981). However, because re- 
search to date has been limited mainly to a single minority 
group — blacks — information about the extent to which processes 
are similar or different for other minority groups or immigrant 
populations awaits future research. 
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Life-Course and Ecological Models of Development 

The field of developmental psychology, with its legacy of lon- 
gitudinal research (see Block, 1971; Eichorn et al., 1981; Elder, 
1974; Holahan et al, 1995; Kagan and Moss, 1962) and closely 
aligned theories of social ecology (Bronfenbrenner, 1979, 1992; 
Bronfenbrenner and Ceci, 1994) and life-course and life-span de- 
velopment (Baltes et al., 1997; Elder, 1997; Featherman and Lemer, 
1985), has brought concepts of time and place to the forefront of 
how development is now understood to unfold — concepts that 
have obvious significance and perhaps special meaning for the 
study of children in immigrant families. These literatures have 
highlighted the critical importance of studying children as they 
develop over years or decades and across the changing social con- 
texts of families, neighborhoods, local institutions, government 
policies, and social, economic, and cultural systems. They have 
also identified the need to pay special attention to the order and 
timing of events and social roles as they are experienced over the 
course of individual and intergenerational development, and to 
focus on transitional events and periods as windows for gaining 
insights into successful or unsuccessful responses to changing life 
circumstances. 

The ecological approach highlights the embedded nature of 
both individuals and institutions that affect children's develop- 
ment. Family members, friends, caregivers, and teachers, as well 
as the nature of relationships among these individuals in the im- 
mediate, everyday environment, affect children's development 
and well-being. More broadly, the policies and practices of local 
social institutions, such as town or state governments, schools, 
places of worship, and the local media, can affect child develop- 
ment directly or by influencing activities and relationships among 
people in the child's immediate environment. Finally, at the 
broadest level, the national government, international organiza- 
tions, transnational processes, and economic, religious, and cul- 
tural systems can influence child outcomes by affecting the na- 
ture and availability of resources and by shaping processes at the 
local, family, and individual level. 
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Life-course theory, which emerged in the 1960s in part from 
the increasing recognition that children who grow up in different 
historical times and places experience distinct contexts for devel- 
opment (Elder, 1997), has brought to the study of human devel- 
opment a temporal view of individual development across his- 
torical time and changing environments. These time- and 
place-bound contexts, in turn, shape the particular adversities and 
opportunities that impinge on and influence children's develop- 
ment. 

As the research of Elder and his colleagues illustrates, chil- 
dren growing up in families affected by the Great Depression (El- 
der, 1974) or the farm crisis of the 1980s (Conger and Elder, 1994) 
show patterns of development that can be explained only when 
traced back to their age, family circumstances, and surrounding 
social relationships at the time these socioeconomic events oc- 
curred. The life-span perspective (Baltes and Brim, 1979; Baltes et 
al., 1997; Featherman, 1983) has demonstrated that individuals 
change and adapt not only during childhood but also into the 
middle and elderly years, thereby extending the time lines for 
longitudinal research and explicitly linking research on children 
in immigrant families to more prominent concerns about the eco- 
nomic fortunes and assimilation of adult immigrants. 

By linking societal and historical changes to individual lives 
and providing conceptual models and strategies for studying 
these links as they shape family dynamics, social roles, and child 
development over time, contemporary theories of development 
bear directly on the lives of children in immigrant families. Their 
lives are inextricably tied to particular historical and political 
events in both their countries of origin and in the United States; to 
immigration and resettlement transitions experienced by them, 
their parents, or their grandparents; and to the context of their 
receiving communities and the roles they assume within these 
communities. 

Researchers who have studied children in immigrant families 
agree that more explicit attention is needed to their migration his- 
tories, social norms and cultural traditions in both sending and 
receiving communities, and the changing social-familial roles that 
often accompany the migration experience (Garcia Coll and 
Magnuson, 1997; Laosa, 1997). Unfortunately, the focus of study 
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in this fledgling area of research has been on negative outcomes 
and obvious stresses associated with the transitions of migration 
and resettlement, rather than on normative experiences or pro- 
cesses that lead to differential outcomes (Laosa, 1997). As a con- 
sequence, research has largely overlooked the children who suc- 
cessfully adapt — presumably the majority of them — despite the 
presence of challenging circumstances. 

Little disagreement exists that migration from one country to 
another is stressful (Desjarlais et al., 1995; Laosa, 1990, 1997). 
However, the conditions surrounding the decision to migrate as 
well as the migration process itself — including who (if anyone) 
accompanies the child, family resources, and the response of the 
receiving community — are likely to produce varying outcomes 
for both children and their families. Changes that reverberate 
from the migration experience, such as the dissolution of and 
need to reestablish supportive interpersonal bonds, and cultural 
differences across family members in gender and generational 
role expectations that can produce marital and parent-child ten- 
sions, also warrant study over time (Garcia Coll and Magnuson, 
1997). 

The wide range of policies that flow from conditions of entry 
(for example, refugee or not, legal or illegal) are a critical compo- 
nent of these transitions, given their direct implications for the 
access of children to public benefits and services. Each of these 
issues, in turn, requires a developmental approach that considers 
how the role and importance of various factors involved in the 
processes of migration and adaptation are mediated and differen- 
tiated by the age of the child (Garcia Coll and Magnuson, 1997; 
Hirschman, 1994; Laosa, 1989; de Leon Siantz, 1997). 

Risk and Protection in Child Development 

Many studies have identified a wide range of conditions that 
can compromise or impair children's development, including 
poverty, low levels of parental education, living in a one-parent 
family or in large families with many siblings, exposure to racial 
or ethnic discrimination, residential mobility, and depleted neigh- 
borhood resources (Bradley and Whiteside-Mansell, 1997; Brooks- 
Gunn et al., 1997; Duncan and Brooks-Gunn, 1997; Huston et al.. 
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1994). More recently, recognition that some children and adults 
transcend these difficult life circumstances and vulnerabilities to 
lead successful lives, whereas others are susceptible to negative 
life outcomes, has given rise to an extensive knowledge base on 
risk and protective mechanisms in development (Garmezy, 1991, 
1993; Hauser and Bowlds, 1990; Rutter, 1985, 1987; Rutter et al., 
1995; Werner, 1989, 1995; Werner and Smith, 1992). 

Risk factors are conditions or circumstances that are associ- 
ated with a greater likelihood of negative or undesirable out- 
comes. Protective factors, in contrast, are associated with a re- 
duced likelihood of negative outcomes, because of their own 
direct effects, or because they moderate the relationship between 
risk factors and negative outcomes. Protective factors may be 
conceived in two ways: as the opposing end of a risk-factor con- 
tinuum — high parental education, for example — or as separate 
dimensions that act independently of or interactively with risk 
factors (Jessor et al., 1995; Rutter, 1987). This may be the case, for 
example, with beneficial cultural influences on development. 

Circumstances that foster successful adaptation despite high- 
risk status are: (1) individual/dispositional features, such as self- 
efficacy, optimism and perception of opportunity, cognitive com- 
petence, active coping strategies, strong interpersonal skills, and 
good health; (2) family characteristics, such as cohesion, shared 
values, warmth and acceptance, absence of conflict, consistent 
rules and responsibilities, financial security, appropriate monitor- 
ing, high parental expectations and support for learning, and reli- 
giosity; and (3) features of the communities in which the child 
and family live, such as availability of external supports, access to 
constructive out-of-school activities, strong schools with support- 
ive teachers, positive role models in the community, housing qual- 
ity, and residential stability. 

Interest in community-level influences on development has 
increased in the mid-1990s, motivated in part by rising concern 
about the transformation of many urban neighborhoods where 
most immigrant children are growing up (Brooks-Gunn et al., 
1997; Wilson, 1990, 1997). Issues in this area that may influence 
not only child behavior but also efforts to address social problems 
in urban settings include social organization, consensus on val- 
ues, and "collective efficacy," defined as social cohesion among 
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neighbors combined with their willingness to intervene on behalf 
of the common good (Elliott et al., 1996; Sampson et al., 1997). 
This area of inquiry is unique in drawing together ethnographic, 
epidemiological, and quantitative data and, as such, offers a 
promising model for integrating the range of methods that have 
been used to study immigrant children. 

Other promising developments in this area of research in- 
clude: (1) efforts to understand how risk and protective mecha- 
nisms act in concert to affect development (Garmezy et al., 1984; 
Sameroff et al., 1993), (2) conceptual models that shift the balance 
of attention in this literature away from a focus on risk toward 
examining positive outcomes and the protective or compensatory 
conditions that enable children to thrive despite adversity (Brad- 
ley et al., 1994; Masten et al., 1991; Seifer et al., 1992; Takanishi et 
al., 1997), and (3) research designs that view development for all 
individuals as entailing gains and losses that accrue over time to 
shape development (Bradley and Whiteside-Mansell, 1997). This 
research has also focused new attention on strategies that chil- 
dren and their families and communities employ to navigate dif- 
ficult circumstances in their physical and social environments 
(see, for example, Furstenberg et al., 1998). 

Only recently have researchers sought to adapt this literature 
to children in immigrant families (Buriel, 1994; Buriel and De 
Ment, 1997; Chud, 1982; de Leon Siantz, 1997; Garcia Coll and 
Magnuson, 1997; Laosa, 1997; Waters, 1997). Studies have begun 
to focus on the exposure of some children in immigrant families 
to a wide range of conditions that have been found to compro- 
mise the development of children in U.S.-born families. Poten- 
tially protective conditions have also been identified, such as 
health-promoting behavior during pregnancy, close family ties, 
religiosity, and high parental expectations and supports for 
achievement. 

But critical questions remain largely unexplored: Do risk fac- 
tors, which have been identified as sources of vulnerability for 
U.S.-born children in U.S.-born families, affect children in immi- 
grant families similarly? Are children in immigrant families in- 
sulated from risk by the same conditions and coping strategies as 
have been identified for U.S.-born children in U.S.-born families? 
Do the dynamics of risk and protective factors operate similarly 
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for both groups? Do different immigrant groups face different 
risks? 

Although subgroups of children in immigrant families who 
have been the subject of research have been found to vary widely 
in their coping strategies, adjustment, development, and adapta- 
tion (de Leon Siantz, 1997, Laosa, 1990; Rumbaut, 1994a, 1994b, 
1997a, 1997b), efforts to disentangle the multiple determinants of 
this variation and to juxtapose this research with the empirical 
literature on U.S.-born children in U.S.-born families are in their 
infancy. 



Implications for the Study 

Research on the developmental processes in children have 
helped identify health, nutritional, and family nurturance needs 
that all children share (Maccoby, 1980). It is not known, however, 
to what extent these developmental processes differ for children 
in immigrant families. Among the fundamental questions requir- 
ing attention are: Do the conditions that foster or compromise 
development for U.S.-born children in U.S.-born families also ap- 
ply to children in immigrant families? Can approaches to under- 
standing the adjustment of adult immigrants be generalized to 
children? If not, how can research more accurately capture and 
understand the lives of children in immigrant families? 

The committee draws four implications from its review of the 
pertinent literatures: 

1. The early studies of children in immigrant families re- 
viewed above suggest that many of them experience unusual cir- 
cumstances and special challenges and benefit from some culture- 
specific strengths that must be incorporated into a theory of 
development of children in immigrant families. The closest ana- 
log is developmental research on minority children, but evidence 
of within-group and contextual variations suggests caution be- 
fore generalizing from prior theory and research. 

Far greater attention needs to be paid in the developmental 
literature to issues of (a) bilingualism and biculturalism as they 
manifest themselves in families and in the broader society; (b) 
racial or ethnic discrimination and intergroup relations, particu- 
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larly as they affect the values, adult role models, and peer groups 
toward which these children gravitate; and (c) the influence of 
access to income, health, and other benefits as they are legally 
conditioned by the specific immigrant statuses of family mem- 
bers. 

2. The health and adaptation of children in immigrant fami- 
lies unfolds in the context of two inextricably linked processes: 
the process of development and the process of migration and as- 
similation. Efforts to understand their development must exam- 
ine both processes. Unlike other children, those who immigrate 
to the United States straddle the social contexts of departure from 
the homeland and of reception and integration in their host com- 
munity. Indeed, their development incorporates the physical 
transition from one context to another, and perhaps to multiple 
places of settlement in the United States. Children born in the 
United States to immigrant parents also straddle the contexts of 
sending and receiving communities, albeit more indirectly, 
through cross-national social networks, family traditions and ex- 
pectations, and connections to ethnic communities and resources 
within the United States. 

3. Studies of children in immigrant families must pay far 
greater attention to diversity in the immigrant population than 
has been the norm in research on minority children. There is no 
typical immigrant child; indeed, they span the full spectrum of 
socioeconomic status, economic opportunity, race and ethnicity, 
family circumstances, and social context. This fledgling area of 
research affords an opportunity to incorporate the importance of 
historical circumstances, local place, and within-group variation 
into research designs. 

4. The differing contexts and outcomes of assimilation expe- 
rienced by different subgroups may be the most important issue 
for research on children in immigrant families. To what extent 
are different trajectories shaped by the characteristics and experi- 
ences of children at the time of their entry into the United States, 
their parents' mix of assets and resources, and the particular 
events and people who shape their experiences in the United 
States? Although some research on adolescents in immigrant 
families is beginning to address this issue (see Portes, 1996; 
Rumbaut, 1994b), no research follows young children in immi- 
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grant families over time, systematically incorporates samples of 
children that have immigrated to the United States at different 
ages and from different countries, or adopts an intergenerational 
time span that can provide answers to critical questions about the 
effects of exposure to American culture within a single life-span 
and across generations. 

The issue of appropriate comparison groups is also extremely 
important. In addition to internal comparisons within the immi- 
grant population, it is essential to compare the development of 
children in immigrant families with that of their U.S.-born peers 
and to consider the role of immigration-related factors per se com- 
pared with the many other factors known to affect development. 
Comparisons are also needed between children in U.S.-born fami- 
lies and children in immigrant families both within and across 
ethnic and racial groups. 

The committee was struck by the paucity of research on each 
of the issues identified and, accordingly, keenly aware of the great 
extent to which our capacity to draw conclusions about the health 
and adjustment of children in immigrant families was con- 
strained. Accordingly, we sought to summarize and supplement, 
through research expressly conducted for this study, what is 
known about the circumstances and characteristics of children in 
immigrant families, noting both strengths and potential risk fac- 
tors; to understand their adaptation over time, albeit in the ab- 
sence of longitudinal research and research that incorporates in- 
formation about their countries of origin or about the migration 
process itself; to remain sensitive to the vast diversity that charac- 
terizes them; and to inform the next phase of research on the dif- 
fering contexts and outcomes of assimilation that characterize 
children in immigrant families. 

Because the unanswered questions far exceed those for which 
even preliminary answers can be given, perhaps the most signifi- 
cant outcome to emerge from the committee's work will be the 
impetus it provides for a sizeable increase in research on this rap- 
idly expanding population of children. Not only would such re- 
search inform the nation about the development of children in 
immigrant families, but it would also afford substantial opportu- 
nities to reexamine and enrich existing understanding of devel- 
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opmental processes for all children, to render research on both 
development and immigration more widely generalizable, and to 
encourage interdisciplinary research and collaboration on issues 
of extreme national importance. 

TERMINOLOGY AND ANALYTICAL DISTINCTIONS 

The report discusses children in immigrant families in terms 
of several dimensions. The most basic distinction is between first- 
generation immigrant children, who are foreign-bom children who 
emigrated from their country of birth to the United States, and 
second-generation immigrant children, who are U.S.-born children 
who have at least one foreign-born parent. First-generation chil- 
dren are not U.S. citizens at birth but may become citizens through 
the process of naturalization . 2 First-generation immigrant chil- 
dren are also referred to in this report as immigrant children and 
foreign-born children of immigrant parents. 

Second-generation children, because they were born in the 
United States, are citizens, regardless of their parents' citizenship 
or immigrant status. Second-generation immigrant children are 
also referred to in this report as U.S.-born children of immigrant 
parents. 

Third-generation immigrant children are U.S. -born children of 
U.S. -born parents. They are distinguished from foreign-born and 
U.S. -born children of foreign-bom parents. 

First- and second-generation children are distinguished fur- 
ther according to the country in which they or their parents were 
born. Populations of different countries vary in the language spo- 
ken, socioeconomic circumstances, demographic behavior, cus- 
toms and culture, and race and ethnic composition. The primary 
reasons that people immigrate to the United States also vary from 
country to country. Some, for example, come to avoid persecu- 
tion or death; others seek an occupational environment that al- 
lows them to fully utilize knowledge gained in earning advanced 
degrees in science or engineering. 



2 Children can automatically become naturalized while under the age of 18 if 
both parents become naturalized; or the child can naturalize himself or herself 
after reaching the age of 18. 
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Each of these distinctions has potentially important implica- 
tions for the physical and mental health of first- and second-gen- 
eration children in immigrant families. Judgments about whether 
they are doing well or poorly, and assessments of reasons for dif- 
ferences among foreign-bom children or between foreign-bom 
and U.S.-born children, must be based on comparisons with other 
relevant groups. Because this report focuses on immigration to 
the United States, the situation of first- and second-generation 
children is assessed here mainly in comparison to children in the 
third and later generations — that is, families in which both par- 
ents, as well as the children, were bom in the United States. 

In addition, because race and ethnicity are critical indicators 
of life chances in the United States, and because the racial and 
ethnic composition of immigrants has shifted markedly during 
recent decades toward a larger representation of Hispanic and 
nonwhite minorities, this report often compares the situation of 
immigrants and natives who are white, black, Hispanic, or Asian. 

In this context, the committee was keenly aware throughout 
its deliberations that children who live in poverty — many of them 
U.S.-born minorities — often experience restricted access to many 
of the resources, programs, and benefits that are discussed in this 
report specifically with respect to children in immigrant families. 
U.S.-born black children, in particular, whose historical legacy 
arises from one of this nation's most profound immigration poli- 
cies and from the abiding significance of race in American cul- 
ture, face life chances that are all too often characterized by the 
risks and foreclosed opportunities that are considered in this re- 
port. In its calls for new research, the committee is explicit about 
the importance of making comparisons between today's children 
in immigrant families and U.S.-born black children whose immi- 
grant ancestry is many generations removed (as well as to other 
children in "at risk" groups) in order to better understand the 
successes and failures of the nation's policies for children and 
families. Only by placing efforts to understand the life chances of 
today's children in immigrant families in the context of the range 
of life chances experienced by children in U.S.-born families can 
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we begin to understand fully the forces that shape successful ad- 
aptation. 



ORGANIZATION OF THE REPORT 

This committee's review and analysis begins with Chapter 2, 
which portrays socioeconomic and demographic risk factors ex- 
perienced by children in immigrant families from many countries 
of origin. Chapter 3 presents information on the health status 
and adjustment. Chapter 4 discusses public policies and the use 
of public benefits, as well as information on health insurance and 
access to health care. Chapter 5 presents the committee's conclu- 
sions and recommendations for future research, data collection, 
and reporting. 
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Socioeconomic an 
Demographic Risks 





~ery little information is available about the effects of ei- 
ther risk or, to an even greater extent, protective factors 
for children in immigrant families, or indeed about other 
factors that seem likely to be influential specifically for children 
in immigrant families (see Chapters 1 and 3 for a discussion of 
these). In order to expand available information about the inci- 
dence of socioeconomic and demographic risk factors among 
first-, second-, and third- and later-generation children, new 
analyses of decennial census data for 1910, 1960, and 1990 were 
conducted for the committee (Hernandez and Darke, 1998). 

These analyses focused especially on information from the 
1990 decennial census, because it is the most recent source of in- 
formation on risk factors for children with origins in a large num- 
ber of countries. These results were supplemented insofar as pos- 
sible with comparative data using the 1910, 1960, and 1990 
decennial censuses to examine historical changes in key risk fac- 
tors following the decade of peak immigration to the United 
States (1901-1910), the subsequent era of very low immigration 
(1931-1960), and the most recent decades of increasing immigra- 
tion for which census data are available (1970-1990). 

This assessment is the first to use decennial census data with 
children as the unit of analysis to study long-run historical 
changes in foreign-bom and U.S.-born families. It draws on ana- 
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lytical approaches to identifying first-, second-, and third- and 
later-generation children developed during the last few years 
(Hernandez, 1993; Jensen and Chitose, 1997; Landale et al., 1997; 
Oropesa and Landale, 1995, 1997a, 1997b). These data are the 
best available for assessing the process of assimilation by com- 
paring the socioeconomic and demographic risk factors of first-, 
second-, and third- and later-generation children from various 
countries (see Appendix Tables B-1A through B-1E and B-2A 
through B-2E). 

Nevertheless, conclusions must be treated as preliminary 
here, as throughout the report. Differences from generation to 
generation may to some extent result from changes in the charac- 
teristics of immigrants from decade to decade or even year to year 
(Borjas, 1991). In addition, in census data, second-generation chil- 
dren can be identified by the foreign-born status of their parents 
only if they live in the home; hence some second-generation chil- 
dren may be misclassified as belonging to later generations. 1 

This chapter presents information on the exposure of first-, 
second-, and third- and later-generation children to risk factors 
known to affect children generally: poverty, limited parental edu- 
cation and employment, living in a one-parent family or with 
many siblings, and in overcrowded housing. It then discusses 
potential risk factors specific to children in immigrant families: 
English language fluency, living in a linguistically isolated house- 
hold, and not being a U.S. citizen or having parents who are not 
U.S. citizens. 



GENERAL CHILDHOOD RISK FACTORS 

For children generally, negative outcomes have been demon- 
strated to result not only from poverty, but also independently 
from low parental educational attainments and from living in 
families with only one parent or with a large number of siblings 



'In addition, among children not living with a parent, second generation chil- 
dren cannot be distinguished from third- and later-generation children. To en- 
sure that estimates for various risk factors are maximally comparable across gen- 
erations, children with no parent in the home are excluded from these estimates. 
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(Alwin, 1984; Blake, 1985; Blau and Duncan, 1967; Featherman 
and Hauser, 1978; Kohn, 1969; Kohn and Schooler, 1983; 
Kominski, 1987; McLanahan and Sandefur, 1994; Sewell and 
Hauser, 1975; Sewell et al., 1980). In addition, overcrowded hous- 
ing conditions can facilitate the transmission of communicable 
diseases such as tuberculosis, hepatitis A, and intestinal and res- 
piratory infections (Coggon et al., 1993; Fall et al., 1997; Guberan, 
1980; Paul et al., 1993; Rosenberg et al., 1997). We discuss each of 
these risk factors in turn for children in immigrant families. 



In 1990, children in immigrant families were somewhat more 
likely than U.S.-born children in U.S.-born families to live in pov- 
erty (22 versus 17 percent). 2 Most of the difference was accounted 
for by the high poverty rate of first-generation immigrant chil- 
dren (33 percent), whereas the second generation was only 
slightly more likely (19 percent) to be poor than third- and later- 
generation U.S.-born children (17 percent). In 1960, in contrast, 
first- and second-generation children were less likely to be poor 
than third- and later-generation children (23 and 19 percent ver- 
sus 26 percent), although, as in 1990, the proportion in poverty 
was greater for the first than for the second generation. 

Variations by Country of Origin 

Poverty rates differed enormously in both 1960 and 1990 for 
first- and second-generation children from various countries of 
origin, and for third- and later-generation children by race and 
ethnicity. For example, in 1990 the poverty rate for third- and 
later-generation white children was only 11 percent, and it was 
2.5 to 4 times greater for third- and later-generation black, His- 
panic, and American Indian children, at 40, 28, and 35 percent, 
respectively. 



2 For limitations of the current official poverty measure for current and histori- 
cal comparisons see National Research Council (1995) and Hernandez (1993). 



Poverty 



ERIC 




SOCIOECONOMIC AND DEMOGRAPHIC RISKS 



43 



Similarly, in 1960 and 1990 poverty rates for first- and second- 
generation children ranged widely, from a low of about 5 percent 
to a high of about 50 percent. For children in immigrant families 
from about two dozen countries in Latin America and the Carib- 
bean, Asia, Europe, the Middle East, and Africa, poverty rates 
were about equal to, or even substantially less than, the rate of 11 
percent for third- and later-generation white children in 1990 (see 
Appendix Table B-1A). Children with origins in these countries 
accounted for 28 percent (2.3 million) of all children in immigrant 
families in 1990 (8.4 million). 

At the other end of the spectrum, for children in immigrant 
families from 12 countries, poverty rates exceeded 25 percent in 
1990 (the range for this group was 26 to 51 percent, depending on 
the country of origin). In view of the negative risks associated 
with poverty generally, the situation of children from these 12 
countries may be particularly serious. Children with origins in 
these 12 countries accounted for 46 percent (3.9 million) of all chil- 
dren in immigrant families in 1990. Mexico alone accounted for 
31 percent of children in immigrant families (2.6 million). More- 
over, children from these 12 countries whose family income was 
below the official poverty threshold in 1990 accounted for about 
80 percent of all children in immigrant families who lived in pov- 
erty; these estimates may be low, given evidence that the decen- 
nial census underestimates the number of Mexican-origin chil- 
dren living in poverty. 3 

Of the 12 countries, 5 are the source of many officially recog- 
nized refugees (the former Soviet Union, Cambodia, Laos, Thai- 
land, Vietnam); 3 are war-tom countries in Central America (El 



3 Analyses carried out for the committee using the National Agricultural Work- 
ers Survey indicate that more than 67 percent of U.S.-based children in migrant 
farmworker families lived in poverty in each year from 1993 to 1995, that is, more 
than 590,000 of the 880,000 total (Mines, 1998). Insofar as a substantial portion of 
migrant farmworker families and their children are of Mexican origin (69 percent 
of the U.S.-based children in the survey were from Mexico) and are not counted 
in the decennial census, the total number (and percentage) of children in immi- 
grant families, especially of Mexican origin, who were living in poverty is higher, 
perhaps by several hundred thousand (and several percentage points), than indi- 
cated by the decennial census data. 
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Salvador, Guatemala, Nicaragua); and 3 are small, impoverished 
Central American or Caribbean countries (Honduras, Haiti, Do- 
minican Republic) that are sources of unskilled labor. The 12th 
country is Mexico, which currently sends the largest number of 
both legal and illegal unskilled immigrants, and which has been a 
ready source of unskilled labor for the U.S. economy throughout 
the 20th century (Romo, 1996; Rumbaut, 1996). Within the racial 
and ethnic stratification system of the United States, most chil- 
dren from these 12 countries, except the former Soviet Union, are 
classified as minority — Hispanic, Asian, or black. 

Variations by Generation 

In 1990, poverty rates for children in immigrant families were 
lower, sometimes much lower, for second-generation children 
than for first-generation children for nearly all countries of ori- 
gin, including most of the 12 countries with the highest poverty 
rates (see Appendix Table B-2A). But for children from Mexico, 
who account for about two-thirds of the children in immigrant 
families from these 12 countries, the poverty rates for the second 
and the later generations were quite similar, at 32 and 28 percent, 
respectively, which is 2.5 to 3 times greater than for third- and 
later-generation white children. 

For children from the 4 Central American countries in the 
cluster of 12 high-poverty countries (El Salvador, Guatemala, 
Nicaragua, Honduras), the decline in poverty from the second to 
the third and later generations is somewhat larger than for Mexi- 
can-origin children. It is significant that the poverty rates for the 
later generations drop to the range of 14 to 17 percent, only some- 
what greater than for third- and later-generation white children. 
The lower poverty rates among third- and later-generation chil- 
dren from these four countries, compared with those from 
Mexico, may reflect differences in the socioeconomic status of 
their parents at the time they entered the United States rather than 
intergenerational socioeconomic assimilation. 

In 1990, children in immigrant families with origins in the 
Dominican Republic and Haiti had extremely high poverty rates, 
and they were nearly the same for the first and second genera- 
tions (41 and 42 percent, respectively, for the Dominican Repub- 
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lie, 30 and 26 percent for Haiti). Available data for the Dominican 
Republic indicates no change for the third and later generations 
(40 percent). 

The high poverty rates of second- and third- and later-gen- 
eration children from these Caribbean countries and from Mexico 
suggest the possibility that racial and ethnic stratification has been 
restricting socioeconomic opportunities across the generations. In 
the case of immigrants from Mexico, the pattern has remained the 
same for many generations — a conclusion that is strikingly simi- 
lar to that for U.S.-born black children. Since at least I960, the 
intergenerational pattern for Mexican-origin children has been 
quite similar, with poverty rates for the first, second, and third 
and later generations of 58, 48, and 53 percent, respectively, about 
2.5 to 3 times greater than the rate of 19 percent in 1960 for third- 
and later-generation white children. 4 This persistent pattern of 
very high poverty rates across generations suggests that ethnic 
stratification may have continuing power in determining the life 
chances of children of Mexican origin. Potential additional or 
alternative explanations that merit attention in future research, 
particularly for the Mexican-origin population, include their con- 
tinuing high levels of immigration, the extent of back-and-forth 
movement between the United States and Mexico, and the large 
size and residential concentration of the Mexican-origin popula- 
tion, as well as the declining need for very low-skilled entry-level 
workers in the U.S. economy. 



4 Of course, it is possible that a substantial portion of third- and later-genera- 
tion children with a Mexican parent or grandparent also have a non-Mexican 
parent or grandparents, and that such children tend not to be reported as being of 
Mexican origin and tend to have lower poverty rates than children with two 
Mexican parents who are reported as being of Mexican origin. As of 1990, be- 
cause only 9 percent of third- and later-generation children who were identified 
as Mexican or as having at least one Mexican parent had a Mexican parent but 
were not themselves identified as Mexican, the exclusion of these children from 
the poverty estimates above could not affect the poverty rates of third- and later- 
generation Mexican children by more than a percentage point or two. Additional 
research is required to assess the effect of marriage between Mexican origin and 
non-Mexican-origin grandparents. 
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Parents' Education and Employment 

The percentage of children whose parents have graduated 
from college was very similar for those in immigrant and U.S.- 
born families in 1990. At the same time, however, children in 
immigrant families were much more likely than children in U.S.- 
born families to have parents with very low educational attain- 
ments. In other words, there is comparability at the top of the 
spectrum but, below this threshold, children in immigrant fami- 
lies are more likely to be concentrated at the lower end. 

Specifically, first- and second-generation children in families 
with fathers in the home were about as likely in 1990 to have 
fathers who were college graduates (23 percent) as were third- 
and later-generation children (26 percent). First-, second-, and 
third- and later-generation children in families with mothers in 
the home were also about equally likely to have mothers who 
were college graduates (14 to 18 percent). In addition, in 1990, 
among children in immigrant families from about two dozen 
countries, 35 percent or more had a father in the home who was a 
college graduate — a rate that is higher than the 28 percent re- 
corded for third- and later-generation white children (see Appen- 
dix Tables B-1D and B-2D). 

At the other end of the spectrum, in 1990, first- and second- 
generation children living with fathers were 2 to 3 times more 
likely than third and later generations to have fathers who had 
not graduated from high school, at 49, 36, and 15 percent, respec- 
tively. Those with fathers in the home who had completed no 
more than eight years of schooling for the three generations were 
34, 23, and 3 percent, respectively. Patterns in mothers' educa- 
tional attainment were quite similar. Mexican-origin children 
constitute a large portion of the children in immigrant families 
with very low parental educational attainments (see Appendix 
Tables B-1A, B-1D, B-2A, and B-2D). 

In 1960, parental educational attainment followed a similar 
pattern of improvement from the first to the third generation. It 
is striking, however, that the second and third generations 
showed substantially higher rates of very low educational attain- 
ment in 1960 than in 1990. Among first-, second-, and third- and 
later-generation children with fathers in the home in 1960, the 
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proportions with fathers in the home who had completed fewer 
than eight years of schooling were 41, 40, and 31 percent, respec- 
tively. The only measure of educational attainment in the 1910 
census is the literacy rate. Second and later generations of chil- 
dren were similar in their chances of having a parent in the home 
who was illiterate, at 9 to 14 percent, but the first generation was 
substantially more likely to have an illiterate father (22 percent) 
or mother (34 percent). 

Variations by Country of Origin and Generation 

Parental educational attainment varied enormously by coun- 
try of origin for children in immigrant families, and by race and 
ethnicity among U.S.-born children in U.S.-born families (see Ap- 
pendix Tables B-1A, B-1D, B-2A, and B-2D), both historically and 
today. In 1990, with the exception of the former Soviet Union, 
children in immigrant families from the 12 countries with the 
highest poverty rates were somewhat to much more likely than 
third- and later-generation white children to have parents in the 
home who had not graduated from either high school or elemen- 
tary school. 

For children from 11 of these countries (all but Mexico), par- 
ents' educational attainment generally increased substantially 
from the first to the second to the third generation. Although 
most third- and later-generation children from these countries 
have parents who have completed eight years of schooling or 
more, it is also true that most have parents who have not com- 
pleted college. 

The proportion of third- and later-generation Mexican-origin 
children with parents not graduating from high school remains in 
the range of 30 to 34 percent for all generations, similar to the 
level for third- and later-generation black children (26 to 29 per- 
cent), and substantially higher than for third- and later-genera- 
tion white children (12 percent). Earlier in the century, too, there 
was a substantial deficit in parental educational attainment (1960) 
and literacy (1910) among children of Mexican origin of all gen- 
erations, and among third- and later-generation black children, 
compared with third- and later-generation white children. 
Throughout the century, then, these racial and ethnic minorities 
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have been more likely to experience low parental educational at- 
tainment than third- and later-generation white children. 

Relation Between Parental Education, Employment, and 
Poverty 

Throughout the century, the vast majority of children of all 
generations had fathers who were in the labor force. The propor- 
tions of children with fathers in the home who were in the labor 
force were essentially identical in 1910 (95 to 96 percent) and 1960 
(97 percent), but slightly lower for the first generation in 1990 
than for the second and third and later generations, at 88, 94, and 
95 percent, respectively. 

Children of all generations have also been similar, historically, 
in their likelihood of having a mother in the labor force, although 
enormous increases occurred for all generations during the past 
century. Among first-, second-, and third- and later-generation 
children with mothers in the home, the proportions with their 
mother in the labor force were 7, 6, and 12 percent, respectively, in 
1910, increasing to 33, 25, and 27 percent, respectively, in 1960. 
By 1990, 55, 58, and 66 percent, respectively, had mothers in the 
labor force. 

It is not surprising that very low parental educational attain- 
ment characterizes children from the 12 countries of origin with 
very high poverty rates in 1990. Yet among these children, pov- 
erty and low parental educational attainment were not usually 
associated with especially lower rates of labor force participation 
by fathers and mothers. For example, only for children in immi- 
grant families from Cambodia, Laos, and Thailand was low pa- 
rental educational attainment accompanied by low parental labor 
force participation rates. The high proportions of children in im- 
migrant families with parents in the labor force, including those 
with origins in these 12 countries with especially high poverty 
and lower parental educational attainments, suggests that immi- 
grants may be more likely to have high levels of ambition and 
motivation to work than those who do not immigrate. It is the 
case, however, that low parental educational attainment and pov- 
erty in these 12 countries are associated with especially high pro- 
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portions of children in immigrant families whose fathers do not 
have full-time, year-round jobs (ranging from 31 to 68 percent) 
(see Appendix Tables B-1C and B-2C). 

Children in immigrant families from an additional and size- 
able number of countries (especially Israel, Nigeria, Pakistan, Ja- 
maica, Syria, and Japan) also have very high proportions of fa- 
thers who dp not work full-time year-round, but they are not 
characterized by extremely high poverty rates. What appears to 
distinguish these children with lower poverty rates is that most 
live with at least one person who speaks English exclusively or 
very well, and most have parents with more than eight years of 
education. Thus, despite generally high proportions with fathers 
and mothers in the home who are in the labor force, very high 
poverty rates for children in immigrant families tend to occur 
among children from countries with very low parental educa- 
tional attainment (no more than eight years of schooling), fathers 
who cannot find full-time, year-round work, and parents who do 
not speak English well. 



First-generation children from most countries of origin, and, 
to an even greater extent, second-generation children, were less 
likely to live in a one-parent family in 1990 than were third- and 
later-generation white children. Important exceptions are chil- 
dren in immigrant families with origins in Cambodia and most 
Central American and Caribbean countries. First- and second- 
generation children of Mexican origin were about as likely in 1990 
to live in a one-parent family as were third- and later-generation 
white children (23, 18, and 18 percent, respectively). 

The proportion of children living in one-parent families in- 
creased, sometimes dramatically, from the second to the third gen- 
eration. For example, the share of third- and later-generation chil- 
dren with origins in most countries of Central and South America 
and the Caribbean living in one-parent families was at least twice 
as great as for third- and later-generation white children. 



One-Parent Families 
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Relation Between Poverty and One-Parent Families 

Among children in immigrant families in 1990, poverty was 
not necessarily associated with high proportions living in a one- 
parent family. For example, looking at the 12 countries of origin 
with very high poverty rates, children in immigrant families from 
Laos, the former Soviet Union, Mexico, Thailand, and Vietnam 
showed rates of living in one-parent families that were lower than 
or approximately the same as the rate for third- and later-genera- 
tion white children. In contrast, those from the Central American 
and Caribbean countries and from Cambodia were substantially 
more likely to live in one-parent families than third- and later- 
generation white children. 

Historical Trends in One-Parent Families 

First-, second-, and third- and later-generation children were 
about equally likely, overall, to live in one-parent families in 1910 
and in 1960, at 9 to 10 percent for children who lived with at least 
one parent. 

First-generation children in families from Mexico were, how- 
ever, much more likely in both 1910 and 1960 (but not in 1990) 
than third- and later-generation white children to live in one-par- 
ent families, although the differences disappeared by the second 
generation. The same was true for first- and second-generation 
children from Central America and the Caribbean in 1960. One- 
fourth of third- and later-generation black children lived in one- 
parent families in 1960, more than for nearly every country of 
origin for first-generation children, except perhaps the Domini- 
can Republic. In 1910, third- and later-generation black children 
were substantially more likely (19 percent) than others to live in a 
one-parent family, with the exception of first-generation children 
from Mexico (24 percent). 

Families with Many Siblings 

The proportion of children living in families with five or more 
siblings in 1990 declined from 17 percent for the first generation 
to 9 percent for the second and to 5 percent for the third and later 
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generations. For most specific countries of origin, not only did 
smaller proportions of second-generation children in 1990 live in 
large families than first-generation children from the same coun- 
tries, but also the proportions for the second generation by coun- 
try of origin were usually similar to third- and later-generation 
white children, at 5 percent or less. These differences in the num- 
ber of siblings in the homes of first-, second-, and third- and later- 
generation children are consistent with changes in fertility mea- 
sured in the 1990 census (Chiswick and Sullivan, 1995); immigrant 
women have higher fertility than native-born women, but there 
is a convergence in fertility to U.S. norms across generations. 

In 1910, first-, second-, and third- and later-generation chil- 
dren as a whole were about equally likely to live in families with 
many siblings; the range was 38 to 43 percent. The proportions in 
such large families were much smaller in 1960, but they remained 
similar across the generations, within the range of 17 to 21 per- 
cent. But the proportions living in large families in 1960 were 
much higher for first- and second-generation children of Mexican 
origin and for third- and later-generation black and Hispanic chil- 
dren, at 40 to 51 percent. These proportions were nearly as high 
as they had been in 1910, when the range was 47 to 61 percent. By 
1990, among first- and second-generation children of Mexican ori- 
gin and among third- and later-generation black and Hispanic 
children, the proportions living in large families had fallen to the 
range of 8 to 19 percent. 

Overcrowded Housing 

In 1990, only 12 percent of third- and later-generation chil- 
dren lived in overcrowded housing with more than one person 
per room, compared with 38 percent for the second generation 
and 62 percent for the first generation. Children in immigrant 
families from most specific countries of origin in 1990 also had 
high proportions living in overcrowded housing, and children in 
immigrant families from the 12 high-poverty countries were 
much more likely than most to live in such conditions (Appendix 
Tables B-1B and B-2B). For children from most of these 12 coun- 
tries, declines in overcrowding are substantial across the first, sec- 
ond, and third and later generations, but the third generation from 



52 



FROM GENERATION TO GENERATION 



countries for which data are available continued to experience 
high levels of overcrowding, especially Mexican-origin children 
at 31 percent. 

Overcrowding cannot be measured in the 1910 census, but 
overall levels of overcrowding were much higher among children 
in 1960 than in 1990. In 1960, the proportions living in over- 
crowded housing were about equal for first-, second-, and third- 
and later-generation children, at 31 to 36 percent. However, 75 
percent of first- and second-generation Mexican-origin children 
and 69 percent of third- and later-generation black and Hispanic 
children lived in crowded conditions in 1960. 

Summary 

Children in immigrant families in 1990 were less likely than 
U.S.-born children in U.S.-born families to have only one parent 
in the home, but they were substantially more likely to live in 
poverty, with many siblings, with parents who had not finished 
school beyond the eighth grade, and in overcrowded housing. 
Children in immigrant families were similar to those in U.S.-born 
families with fathers in the home in having a father who was in 
the labor force, but substantially more likely to have a father who 
did not work full-time, year-round. 

But the socioeconomic and demographic risk factors experi- 
enced by children in immigrant families from various countries 
are extremely diverse. Children in immigrant families from about 
two dozen countries experience socioeconomic and demographic 
circumstances similar to or better than third- and later-generation 
children. At the other extreme are the children in immigrant fami- 
lies from 12 other countries with very high poverty rates, who 
experience socioeconomic and demographic circumstances in the 
range experienced by third- and later-generation black, Hispanic, 
and American Indian children. 

Children from these 12 countries, or their parents, entered the 
United States as officially recognized refugees from Southeast 
Asia or the former Soviet Union in order to leave the dangerous 
conditions behind, fled warring countries in Central America, or 
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came as unskilled migrant laborers from the Caribbean or Mexico 
in search of improved economic opportunities. With the excep- 
tion of the former Soviet Union, children from these countries 
experience not only very high levels of poverty, but also very low 
parental educational attainment and a high likelihood of living in 
overcrowded housing. Low parental educational attainment ap- 
pears to contribute to poverty not by leading to low rates of labor 
force participation (Laos, Cambodia, and Thailand are the main 
exceptions), but instead because fathers with very limited educa- 
tion who do not speak English very well do not have full-time, 
year-round work. 

The proportions of children exposed to important socioeco- 
nomic and demographic risk factors declined for most of these 
factors between the first and second generation for children from 
most of the 12 countries of origin with high child poverty rates. 
But data available for selected countries suggest that, for third- 
and later-generation children from Mexico and the Dominican 
Republic, and perhaps the Central American countries, the pro- 
portions living in poverty with parents who have not graduated 
from high school, in overcrowded housing conditions, and with 
only one parent remain quite high. 

Children in immigrant families from Mexico account for 
nearly two-thirds of the children with origins in these 12 coun- 
tries, and for nearly one-third of all children in immigrant fami- 
lies in 1990. Thus, Mexican-origin children account for a large 
proportion of children in immigrant families who experience high 
rates of poverty, low parental educational attainments, and fa- 
thers who do not work full-time, year-round. The history of im- 
migration from Mexico is unique, in that Mexico has for many 
decades been an important source of low-skilled labor for the U.S. 
economy, and it has also been the most important source of un- 
documented immigrants. Mexican-origin children of all genera- 
tions have also, throughout the century, been among those with 
high proportions exposed to elevated socioeconomic and demo- 
graphic risks. 
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RISK FACTORS SPECIFIC TO 
CHILDREN IN IMMIGRANT FAMILIES 

English Language Fluency 

Children in immigrant families from countries in which En- 
glish is not the native language or is not widely taught may be at 
special risk, compared with U.S.-born children in U.S.-born fami- 
lies, because they may not speak English well or they may live 
with parents who do not speak English well. A lack of English 
fluency can limit effective communication and functioning in 
health facilities, schools, and other settings that provide essential 
resources to children and their families. 

In 1990, at least 60 percent of children in immigrant families 
spoke a language other than English at home, regardless of their 
own proficiency with English. The exceptions were English- 
speaking countries of origin, as well as Austria, Germany, the 
Netherlands, Nigeria, and South Africa. In contrast, using as an 
outcome the percentage of children who do not speak English 
"exclusively or very well," 5 only in 13 countries of origin did the 
proportion of children in immigrant families reach the substan- 
tial proportion of 30 percent or more; 11 of these countries are 
among the 12 high-poverty countries (all but Haiti); the remain- 
ing two were China and Hong Kong (see Appendix Tables B-1E 
and B-2E). 

Generational differences are large, however. The proportion 
of children who speak English "exclusively or very well" is only 
54 percent for the first generation but 81 percent for the second 
generation. For children in immigrant families from the 12 coun- 
tries with very high poverty rates, the range is only 35 to 53 per- 
cent for the first generation, but this rises for 10 of the 12 coun- 
tries (excepting only Laos and Cambodia) to 68 percent or more 
for the second generation. 



5 Among children age 5 years and older, those who speak only English in the 
home are categorized as speaking English exclusively, and those who speak a 
language other than English in the home are distinguished according to 4 catego- 
ries, whether they speak English very well, well, not well, or not at all. 
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Looking to the future, it will be important to assess whether 
and to what extent factors that may result from the expanding 
Spanish-speaking immigrant population, such as growing up in 
homogeneously Spanish-speaking neighborhoods or watching 
Spanish-language TV, will affect the acquisition of fluent English 
among children in immigrant families from Spanish-speaking 
countries. 



Linguistic Isolation 

Lack of English fluency may not pose enormous difficulties 
for immigrants in communities that have a large number of 
people with the same national origin — but it can isolate them from 
mainstream society. The Census Bureau defines a linguistically 
isolated household as one in which no person age 14 or older 
speaks English either "exclusively" or "very well." In 1990, 76 to 
78 percent of children in immigrant families lived with a mother 
or a father who did not speak English at home. In households 
with both mother and father at home, the proportion was 70 per- 
cent. No language information was collected in the 1960 census, 
but historical changes are best measured by comparing data on 
"mother tongue" for 1910 with data on "language spoken" in 
1990. In 1910, 84 to 85 percent of children in immigrant families 
lived with either a father or a mother whose mother tongue was 
not English. For 79 percent of children in immigrant families in 
1910 with two parents in the home, neither parent spoke English 
as a mother tongue. Although these measures of language are 
not identical, they are similar, and the similarity of the results for 
1910 and 1990 suggests that differences in the proportion of chil- 
dren in immigrant families with parents speaking or not speak- 
ing English were about the same at the beginning and the end of 
the century. 

Among children in immigrant families from each of the 12 
high-poverty countries, 30 percent or more lived in linguistically 
isolated households. The proportion was over 40 percent for 9 of 
these countries, and at 60 percent for two of them (Laos and Cam- 
bodia). Four additional countries of origin had 30 percent or more 
children living in linguistically isolated households (China, Hong 
Kong, Taiwan, Colombia). 
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Citizenship 

Of the 8.4 million children in immigrant families in 1990, 75 
percent were U.S. citizens by birth, 4 percent were naturalized 
citizens, and 21 percent (1.7 million) were not citizens. Of the 
citizen children, 54 percent (3.6 million) had at least one parent in 
the home who was not a citizen; thus, approximately two-thirds 
of children in immigrant families in 1990 were either themselves 
not a citizen or lived with a noncitizen parent. Children who are 
illegal immigrants are ineligible for most public benefits and ser- 
vices and, under welfare reform, those who are legal immigrants 
but not citizens may also be ineligible for important medical and 
social services (see Chapter 4). Equally important, U.S. -born chil- 
dren in immigrant families who are eligible for such services may 
not receive them, because immigrant parents who are not them- 
selves eligible may not be aware that their children are eligible, or 
they may fear or resist contact with government agencies admin- 
istering the services. Because legal immigrants and citizens expe- 
rienced essentially the same eligibility prior to welfare reform, for 
legal immigrants the fact of not being a U.S. citizen has only re- 
cently become a potential risk factor. 

Welfare eligibility exclusions are most significant to children 
living in poverty. In 1990, the official poverty rate was 34 percent 
among children who were not citizens and 23 percent among citi- 
zen children with at least one noncitizen parent. For all children 
in immigrant families, the poverty rate in 1990 was 27 percent. 

Children in immigrant families from 8 of the 12 high-poverty 
countries of origin were especially likely to be noncitizens, with 
rates of 30 percent or more. For children from the four remaining 
high-poverty countries (the Dominican Republic, Mexico, Hon- 
duras, Haiti), the proportion who were not citizens was 20 to 29 
percent. For three additional countries of origin (Venezuela, Ro- 
mania, Guyana) with child poverty rates at least as high as the 
rate for third- and later-generation white children (11 percent), 
the proportion of children who were not citizens was 30 percent 
or more (see Appendix Table B-1E). 

In 1990, among children from 10 of the 12 high-poverty coun- 
tries or origin, the proportion of children who were not citizens or 
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had at least one parent who was not a citizen was 73 percent or 
more. Among the two remaining high-poverty countries, the 
former Soviet Union and Vietnam, the proportions of children 
who were not citizens or who had at least one parent who was 
not a citizen were 62 to 63 percent. The figure was 50 percent or 
more for 18 of the other 26 countries of origin with child poverty 
rates at least as high as the rate for third- and later-generation 
white children. Thus eligibility rules that exclude persons who 
are not citizens from public benefits and services may have im- 
portant consequences for children from many different countries 
of origin. 



Traumatic Circumstances 

Children who have witnessed the horrors of war firsthand, 
including the killing of parents or siblings, may have special 
needs, particularly for mental health services, that are especially 
serious. Children with these experiences and others who enter 
the United States unaccompanied by an adult and without docu- 
mentation face severe difficulties. However, very little informa- 
tion is available about them. 

The Immigration and Naturalization Service (INS) arrested 
2,028 minors in 1995, the last year for which data were available 
(McDonnell, 1997). In 1990, the INS arrested 8,500 undocumented 
minors (under age 18), 70 percent of whom were unaccompanied 
by an adult (Human Rights Watch, 1997). Most detained children 
are placed in foster care or a relative's care or are deported in a 
matter of days. At any one time, several hundred to more than 
1,000 undocumented children are in longer-term detention cen- 
ters. Minors are held in about 100 detention centers that range 
from nonsecure foster care facilities to adult correctional facilities. 
About one-third of children in the legal guardianship of the INS 
in places of detention are younger than 15 years old, and some 
are under age 10. 

In addition to lack of legal counsel, one brief survey of un- 
documented children in INS detention revealed that they were 
exposed to physical and sexual assaults, verbal abuse, denial of 
medical services, and nutritional deprivation (one meal per day) 
in some facilities. Lack of health care, especially mental health 
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services, is a particular concern, because these minors may have 
been seriously traumatized prior to entering the United States or 
while held in detention (Nadeau et al., 1997). The number of mi- 
nors imprisoned by the INS does not appear to be large, but the 
lack of publicly available information about unaccompanied chil- 
dren in detention is an important gap in the knowledge about 
immigrant children at risk. 



Summary 

Children in immigrant families may be subject to risk factors 
that grow out of their immigrant circumstances. Lack of English 
fluency can limit effective communication and functioning in 
health facilities, schools, and other settings that provide resources 
essential to children and their families. However, although most 
children in immigrant families speak a language other than En- 
glish at home, the vast majority of them (73 percent) speak En- 
glish exclusively or very well, and language assimilation occurs 
rapidly across generations (National Research Council, 1997). 

With the passage of welfare reform legislation, lack of U.S. 
citizenship became a potentially important risk factor, by limiting 
eligibility and access of noncitizens to public benefits and ser- 
vices. A large majority of children in immigrant families may be 
ineligible for important benefits, or have parents who are ineli- 
gible and who are therefore hesitant to secure benefits on behalf 
of their children. Moreover, reductions in benefits available to 
such families will reduce their overall resources. 

One other very high risk group merits attention: children who 
have emigrated under traumatic circumstances, especially from 
Southeast Asia and Central America, including those with first- 
hand experience of the horrors of war. 
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Health Status and 
Adjustment 



T rjhe health of children in immigrant families and the extent 
to which they adapt successfully to American society are 
very broad topics. Because few surveys or health monitor- 
ing systems in the United States use a generational perspective to 
distinguish among foreign-bom children, U.S.-born children with 
immigrant parents, and U.S.-born children with U.S.-born par- 
ents, the scientific evidence is limited. Nevertheless, on the basis 
of available data, it appears that, along a small number of impor- 
tant dimensions, children in immigrant families experience better 
health and adjustment than do U.S.-born children in U.S.-born 
families. This relative advantage tends to deteriorate with length 
of time in the United States and from one generation to the next. 
Moreover, as we discuss in this chapter, children in immigrant 
families may be at particular risk for certain health conditions. 

Care must be taken not to overgeneralize, because children 
from different countries of origin differ greatly, the variation 
among children from the same country of origin is often substan- 
tial, and the available evidence for preliminary conclusions is 
quite limited. This chapter reviews what is known about the 
physical and mental health and adjustment of children in immi- 
grant families. It identifies areas in which more research is needed, 
as well as areas in which children in immigrant families may face 
risks to healthy development and adjustment. 
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BIRTHWEIGHT AND INFANT MORTALITY 



The two most commonly used indicators of infant health are 
the rate of infants born with low birthweight (defined as less than 
2,500 grams) and infant mortality (defined as deaths before age 1 
per 1,000 births) (Institute of Medicine, 1985; U.S. Department of 
Health and Human Services, 1986). A number of studies report 
significantly lower rates for these two indicators among the immi- 
grant population than among U.S.-born mothers of the same 
ethnicity, a phenomenon that is referred to as the epidemiological 
paradox. 

Initial studies of this phenomenon focused on the Mexican- 
origin population (Guendelman, 1995; Guendelman and English, 
1995; Guendelman et al., 1995; Markides and Cored, 1986; 
Scribner and Dwyer, 1989; Ventura, 1983, 1984; Williams et al., 
1986). 1 Subsequent research has documented a similar pattern 
for other ethnic groups, although the differences in rates of low 
birthweight and infant mortality in these groups have often been 
smaller than they are for Mexican immigrants. For example, in 
an analysis conducted for the committee, based on single births 
in the 1989-1991 Linked Birth/Infant Death Data Sets (Landale et 
al., 1998), the percentages of foreign-born and U.S. -bom mothers 
with low-birthweight infants are, respectively, 4.1 and 5.4 percent 
for Mexicans, 4.4 and 4.7 percent for Cubans, and 4.8 and 5.2 per- 
cent for Central and South Americans. The more favorable mea- 
sures hold for most Asian immigrants as well (Figure 3-1). 

Although it is well documented that prenatal care contributes 
to positive birth outcomes, the more favorable health outcomes of 
immigrants often occur in the context of lower utilization of pre- 



1 Among the hypotheses that might explain the epidemiological paradox are 
several that point to possible data limitations. Some have argued, for example, 
that the unexpectedly low rate of infant mortality among Mexican-origin women, 
especially immigrants, may be due to underreporting of infant deaths or ethnic 
misclassifications on birth and/or death certificates. These hypotheses have re- 
ceived little support in research on the Mexican-origin population (Guendelman, 
1995; Guendelman and English, 1995; Williams et al., 1986). There is no reason to 
believe that birthweight would be recorded more accurately for immigrants or 
ethnic minorities than for others, because birthweight is recorded on the birth 
certificate according to information provided by medical personnel. 
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Country / Region of Origin / Race / Ethnicity 

FIGURE 3-1 Percent with low birthweights among births to immigrant and 
native-born women by country or region of origin and race or ethnicity: 1990. 
Source: Landale et al. (1998). 



natal care. There are indications that other factors may be of equal 
or greater importance. The role of lifestyle, for example, is only 
beginning to be documented and understood. More detailed 
studies of previously unmeasured lifestyle differences, such as 
nutrition and stress, that compare immigrants and natives, 
coupled with greater attention to alternative sources of informa- 
tion for pregnant immigrant women, could shed light on the pre- 
cise role of formal medicine in protecting the health of children in 
immigrant families during infancy. 

Consistent with the pattern for low birthweight, infant mor- 
tality rates are also lower for children of immigrants than for U.S.- 
born children of U.S.-born women, although sometimes the dif- 
ferences are slight. Among Hispanics, the infant mortality rates 
for single infants bom to foreign-bom and U.S.-born women are, 
respectively, 5.3 and 6.6 percent for Mexicans, 4.7 and 5.3 percent 
for Cubans, and for 5.0 and 5.2 percent for Central and South 
Americans. For Asians, infant mortality rates for infants of for- 
eign-bom and U.S.-born mothers are 4.3 and 4.6 percent for Chi- 
nese, 4.8 and 6.8 percent for Filipinos, 3.7 and 3.7 percent for Japa- 
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Country / Region of Origin / Race / Ethnicity 

FIGURE 3-2 Infant mortality rate for children of immigrant and native- 
born women by country or region of origin or race or ethnicity: 1990. Source: 
Landale et al. (1998). 



nese, and 5.3 and 6.2 percent for other Asians and Pacific Island- 
ers. The infant mortality rates for non-Hispanic whites and blacks 
are also lower for foreign-bom than for U.S.-born mothers (4.6 
and 5.8 percent for whites, and 10.5 and 12.9 percent for blacks) 
(Figure 3-2) (Landale et al., 1998). 

The pattern is less consistent for neonatal mortality rates 
(deaths at less than 28 days of age). The rate is lower for infants 
of foreign-bom than for U.S.-born mothers for some groups (non- 
Hispanic whites, non-Hispanic blacks, Mexicans, Cubans, Filipi- 
nos), and higher for others (Central and South Americans, Chi- 
nese, Japanese, other Asians and Pacific Islanders). In contrast, 
the post-neonatal mortality rates (deaths between 28 days and 1 
year of age) are lower for all immigrant groups except for Cu- 
bans, for whom the rates are somewhat higher (Landale et al., 
1998). 

A number of factors may contribute to these positive out- 
comes for infants in immigrant families. The relatively high lev- 
els of educational and occupational attainment among Asian im- 
migrants may explain their superior infant health outcomes. 
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However, most immigrants from Latin America (particularly from 
Mexico) are neither affluent nor well educated; alternative expla- 
nations take into consideration the possible protective influence 
provided by their cultures of origin. For example, there is con- 
vincing evidence that cigarette smoking during pregnancy, a well- 
recognized cause of low birthweight, is substantially lower 
among immigrant women; statistically excluding the effect of that 
single factor substantially reduces the differential rates (Landale 
et al., 1998). 

With regard to infant mortality, a nurturing and protective 
prebirth environment for the mother is most important. Along 
these lines, immigrant women of Mexican origin are less likely to 
use alcohol and drugs and may have a healthier diet than U.S.- 
born women (Cabral et al., 1990; Guendelman and Abrams, 1995). 
These healthful behaviors may be reinforced by strong family 
bonds among immigrant groups and communities that sustain 
cultural orientations that lead to healthful behavior, factors that 
become diluted with duration of residence in the United States. 
As we look to the future, however, it is possible that the increas- 
ing size and the geographic concentration of the immigrant popu- 
lation, especially from Mexico, will act to sustain these protective 
factors. 

Additional study will allow researchers to identify the pro- 
tective factors that contribute to the epidemiological paradox and 
to determine why, for some groups, acculturation leads to dete- 
riorating health outcomes for infants. Such research should as- 
sess another possible explanation, as well: that women who are 
especially healthy may be more likely to immigrate to the United 
States than women who are less healthy; that is, that immigrant 
women are self-selected from among the more healthy women in 
their countries of origin, and they continue to have comparatively 
good health after they immigrate. 

CHILDREN S GENERAL HEALTH 

Very little is known about the health of school-age children in 
immigrant families, and much of what is known derives from 
parental and self-reports. The 1994 National Health Interview 
Survey (NHIS) and the 1996 National Health and Nutrition Ex- 
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amination Survey (NHANES III) provide some health status pa- 
rameters for children in immigrant families, 2 as reported by par- 
ents. 

However, these data must be interpreted with caution for sev- 
eral reasons. The NHIS responses are not categorized by fami- 
lies' country of origin (across which there may be significant 
variations); the responses to both surveys reflect parental aware- 
ness of conditions rather than medically confirmed diagnoses; 
immigrant parents may be more hesitant than U.S.-born parents 
to reveal the existence of health problems to an interviewer, or 
they may have health expectations that differ from native-born 
parents, because they come from different cultures; and only the 
NHANES III has standardized translations of the survey instru- 
ments into Spanish and uses bilingual, bicultural interviews. For 
all these reasons, inconsistencies between parental reports of gen- 
eral health and of the prevalence of specific conditions should be 
treated as preliminary, and subject to additional study. 

In the NHIS, first- and second-generation children and ado- 
lescents up to 17 years of age were reported by their parents to 
have fewer acute and chronic health problems (except for certain 
respiratory conditions) than third- and later-generation children 
in the same age range. This was reported for all age subcatego- 
ries (i.e., 0 to 2, 3 to 5, 6 to 11, and 12 to 17). 

Parents of first- and second-generation children surveyed by 
the NHIS also reported fewer health problems that limited the 
children's activity (4 percent for the first and second generations 
compared with 7 percent for the third and later generations), and 
they reported that children were less often placed in special 
classes or unable to attend school because of health problems (2 
percent for the first and second generations compared with 5 per- 
cent for the third and later generations). 

Paradoxically, despite reporting significantly fewer individual 
health problems, immigrant parents reported in the NHIS that 
their first- and second-generation immigrant children have some- 
what less favorable health status than did parents of third- and 
later-generation children: 75 percent of immigrant parents com- 



2 NHANES III has data for children in Mexican-origin families only. 
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pared with 81 percent of U.S.-born parents reported their child to 
be in "excellent" or "very good" health. Comparable percentages 
(3 percent compared with 2 percent) reported their child to be in 
"fair" or "poor" health. 

Parents were asked to rate their children's health as excellent, 
very good, good, fair, or poor in NHANES III. A clear difference 
was seen between all generations of Mexican-origin children and 
third- and later-generation white children in this measure of 
health. Mexican-origin children were more likely to be rated in 
fair or poor health by their parents than were third- and later- 
generation white children. Moreover, this difference was greatest 
for the first generation and declined with each generation 
(Mendoza and Dixon, 1998) (see Table 3-1). 

Among first-generation Mexican-origin children, about 1 in 4 
was rated by their parents to be in poor health. This compares to 
1 in 25 for third- and later-generation white children. Third- and 
later-generation Mexican-origin children had similar rates as 
third- and later-generation black children, and both were twice as 
likely to be rated in fair or poor health compared with third- and 
later-generation white children. Mexican-origin children in all 
generations are therefore 2 to 9 times more likely to have parents 
who express concerns about their health than third- and later- 
generation white parents. 

Data on migrant farmworker children, who are primarily sec- 
ond-generation children, provide more detail about parents' per- 
ceptions of their children's health and other aspects of health sta- 
tus. In a study of preschool children enrolled in the Migrant Head 
Start program, 56 percent of Hispanic parents considered their 
children to be in "excellent" or "very good" health, 34 percent to 
be in "good" health, and 9 percent in "fair" or "poor" health. The 
parents' impressions were consistent with a review of the 
children's health records, which indicated that 7 percent had "fre- 
quent" health problems, principally repeated upper respiratory 
infections (Aguirre International, 1997). Among the migrant 
population, it is likely that those children enrolled in Head Start 
have better health status than those not enrolled. Although this 
study did not collect data on health hazards posed by parental 
working conditions, particularly from pesticide residues on par- 
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TABLE 3-1 Percent with Selected Reported Health Conditions for First- and Second- 
Generation Children by Generation and for Third- and Later-Generation Children by 
Race and Ethnicity: 1996 



Percent with 

Reported 

Condition 3 


First-Generation 
Mexican American 


Second-Generation 
Mexican American 


Third-Generation 
Mexican American 


Perceived health to be fair or poor as assessed by parent 




<5 yrs. 


23.9 (3.33) 


16.8 (1.05) 


6.3 (0.83) 


6-11 yrs. 


27.6 (7.70) 


20.0 (2.28) 


6.6(1.43) 


12-16 yrs. 


28.7 (4.99) 


15.4 (2.52) 


6.8 (1.63) 


Asthma 


< 5 yrs. 


2.2 (1.20) 


5.2 (0.88) 


8.1 (1.72) 


6-11 yrs. 


3.8 (2.74) 


9.8(2.71) 


15.0 (4.09) 


12-1 6 yrs. 


3.1 (1.77) 


6.6(1.91) 


8.5(1.92) 


Possible active infection on physical examination at time of survey 6 




< 5 yrs. 


8.3 (2.68) 


9.1 (1.42) 


12.3(1.93) 


6-11 yrs. 


8.6 (3.66) 


5.3(1.43) 


5.9(1.57) 


12-16 yrs. 


4.0(1.13) 


2.1 (1.12) 


4.7(1.49) 


Ever had anemia 


< 5 yrs. 


9.7(2.18) 


14.5(1.09) 


11.0(1.60) 


6-11 yrs. 


9.2 (3.14) 


11.7 (2.08) 


2.8 (0.93) 


12-16 yrs. 


8.7 (2.64) 


7.2(1.88) 


4.3(1.12) 


Past 12 months any accidents, injury, or poisoning 




< 5 yrs. 


3.7(1.65) 


5.5 (0.58) 


10.0(1.16) 


6-11 yrs. 


4.2 (3.26) 


5.0(1.16) 


8.1 (1.95) 


12-16 yrs. 
Condition of Teeth - 


3.6(1.58) 
Fair to Poor 


7.5 (1.40) 


10.7 (2.63) 


< 5 yrs. 


39.3 (5.10) 


26.0 (2.49) 


21.0 (1.80) 


6-11 yrs. 


60.1 (8.15) 


42.6 (2.92) 


23.5 (3.68) 


12-16 yrs. 


50.8 (4.65) 


36.3 (3.24) 


16.4 (1.99) 


Problems seeing 


< 5 yrs. 


0.2 (0.24) 


1.1 (0.35) 


0.7 (0.30) 


6-11 yrs. 


6.8 (2.42) 


13.2 (2.42) 


7.9(1.19) 


12-16 yrs. 


18.8 (2.97) 


15.2(1.86) 


13.3 (2.05) 



^Parental reported condition from Household Youth Questionnaire NHANES III. 
^Assessed by survey physicians by standardized physical examinations. 
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Non-Hispanic 

Black 


Non-Hispanic 

White 


Non-Hispanic 

Other 


4.9 (0.73) 


1.8 (0.35) 


7.4(1.25) 


6.9 (0.91) 


2.0 (0.47) 


3.5 (1.36) 


7.4(1.20) 


3.5 (0.79) 


8.4 (4.25) 


9.0 (0.75) 


5.1 (0.55) 


6.6 (1.40) 


9.4 (1.00) 


10.6 (1.41) 


12.4 (6.12) 


12.6 (1.63) 


12.8(1.67) 


12.9 (4.59) 


12.1 (1.74) 


7.1 (1.25) 


5.1 (1.35) 


5.9 (0.94) 


5.0 (1.31) 


16.0 (6.77) 


3.0 (0.83) 


4.6(1.67) 


4.4 (3.25) 


11.2(1.06) 


6.4 (0.67) 


10.7 (1.97) 


7.4 (0.74) 


7.2 (1.11) 


7.4 (3.00) 


6.4 (1.17) 


8.4 (1.55) 


3.6 (2.24) 


6.3(0.61) 


12.8 (0.89) 


7.4(1.69) 


7.0 (0.96) 


19.3(2.31) 


4.2(1.92) 


11.0 (1.15) 


18.5 (2.15) 


9.7 (3.33) 


13.7 (1.37) 


6.9 (0.89) 


17.3 (2.37) 


22.7 (1.52) 


12.2(1.20) 


18.4 (4.36) 


20.2 (2.05) 


11.5 (1.64) 


8.6 (3.23) 


1.8 (0.35) 


1.5 (0.34) 


1.6 (1.06) 


9.8 (1.17) 


7.6 (1.07) 


4.5 (2.19) 


15.2(1.63) 


12.5 (1.80) 


16.4 (6.77) 



NOTE: Non-Hispanic Asians are not included because of small sample size. 
Source: Mendoza and Dixon (1998). 
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ents' clothing and accidental contamination of the water supply, 
they are an additional health risk that warrants examination. 

In a random sample of migrant farmworker women in Wis- 
consin with children age 16 or younger traveling with them, chil- 
dren ages 3 to 5 had immunization levels for DPT, polio, measles, 
and rubella roughly comparable to kindergarten children in the 
state (Slesinger et al., 1986). Children of migrant farmworkers 
had lower levels of immunization for mumps, and only half of 
the children under the age of 12 had received an annual checkup. 
The study also reported that children of migrant farmworkers 
were less likely to receive dental care than the general population 
of children in the United States. It should be noted that the sample 
size in this study was relatively small (330 children) and the chil- 
dren were primarily Mexican-origin. 

Any overall conclusion from these studies about the general 
good health and well-being of children in migrant farmworker 
families must be tempered by the fact that the farmworker and 
migrant subpopulations are extremely heterogeneous. Factors 
such as ethnicity, recency of immigration, cultural and linguistic 
barriers to health care, widely varied living and working condi- 
tions, and availability and quality of health care make generaliza- 
tions difficult. Moreover, inappropriate generalization could ob- 
scure significant health problems in specific subpopulations of 
migrant farmworkers. 

CHRONIC HEALTH CONDITIONS 

An accurate assessment of the prevalence of chronic health 
conditions and disability among children in immigrant families 
does not exist for the most part. But there is little reason to expect 
chronic conditions among them to differ from those for other chil- 
dren who belong to the same racial, ethnic, or income groups. 

Children in the United States with chronic conditions often 
face significant financial and other barriers that complicate the 
provision of comprehensive services, and the barriers are likely 
to be more formidable for immigrants. Chronically ill children 
may require multiple diagnostic and therapeutic services from 
the medical, educational, and social service systems. These re- 
sources are often located in different institutions, each with spe- 
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cific and sometimes complex and changing eligibility criteria. As 
a result, providing for and coordinating the provision of care for a 
chronically ill child usually falls heavily to the family. That re- 
sponsibility can be particularly difficult for the immigrant family, 
for whom differences in culture, language, access to care, and fi- 
nancial resources can complicate the process (Lequerica, 1993; 
Smith and Ryan, 1987). 

Asthma is the most common severe chronic physical condi- 
tion of children, and the rates of the disease have increased in the 
past few decades. It is a single condition influenced by several 
key factors, including access to care, utilization of medical and 
support services, housing conditions (notably cleanliness), and 
the influence of cultural values on the pattern of care provided. 
Asthma also provides measurable and meaningful outcomes for 
both short- and long-term morbidity and health care costs. Addi- 
tional careful study of asthma in the immigrant population may 
serve as a valuable indicator of the health and well-being of im- 
migrant children. 

The prevalence of childhood asthma varies substantially 
across ethnic groups for reasons that reflect a combination of bio- 
logical, cultural, and socioeconomic differences, although the 
mechanisms by which these factors work are not well understood. 
Children in immigrant families with asthma often have additional 
complicating factors. For some with pollen-sensitive forms of 
asthma, attacks may be exacerbated by the move from a tropical 
to a temperate climate with higher and more seasonably varying 
pollen rates (Echechipia et al., 1995; Sin et al., 1997). In addition, 
infection by viral pathogens to which children have not been ex- 
posed previously can trigger acute asthma episodes (Sokhandan 
et al., 1995). Cultural beliefs among immigrant families about the 
etiology and treatment of asthma may differ from the general U.S. 
population as well. For example, studies in the Puerto Rican com- 
munity have demonstrated that the degree of acculturation is di- 
rectly related to the likelihood of compliance with medically pre- 
scribed asthma therapy for children (Pachter and Weller, 1993). 

New analyses conducted for the committee from NHANES 
III indicate that, among Mexican-origin children, the prevalence 
of asthma as reported by parents increased between the first, sec- 
ond, and third and later generations (Mendoza and Dixon, 1998) 
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(see Table 3-1). By the third generation, parental reports of asthma 
among Mexican-origin parents exceeded those of U.S.-born white 
parents for children ages 0 to 12, but were lower for adolescents. 
Since these prevalences are based on parental reports, knowledge 
of the condition is essential. This knowledge, in turn, is most 
likely to be accurate for children who have been diagnosed by a 
health care professional. The possibility of generational differ- 
ences in access to health care among children of Mexican origin 
may, as a result, be a factor in these results (with either under- 
reporting or overreporting among the first generation). Clinical 
data are important to further assess the generational differences 
in the prevalence of asthma among immigrant Mexican-origin 
children. 

Comprehensive and culturally sensitive care may be particu- 
larly important in the care of asthma, because access appears to 
be problematic for immigrant and minority populations. In one 
study, black and Hispanic children were less likely than white 
children to leave the hospital with appropriate home nebuliza- 
tion services, a cornerstone of chronic asthma therapy (Finkelstein 
et al., 1995). 



INFECTIOUS DISEASES 

The primary infectious diseases associated with significant 
morbidity and mortality among infants, children, and adolescents 
in the United States are perinatal infections, some of which are 
preventable with adequate prenatal care; human immunodefi- 
ciency virus (HIV) infection; vaccine-preventable illnesses among 
those inadequately immunized; tuberculosis among infants and 
children exposed to adults with tuberculosis; sexually transmit- 
ted diseases (other than HIV) among adolescents; and a range of 
respiratory and gastrointestinal infections responsible for mini- 
mal mortality but significant morbidity and expense. 

These diseases occur among children of all racial and ethnic 
origins, but children of recently arrived immigrants are at par- 
ticularly high risk of harboring or acquiring several of them. 
Rates of infection vary considerably by country of origin and so- 
cioeconomic status and are compounded if there is lack of access 
to health care in the United States. Furthermore, the infectious 
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disease problems of children in immigrant families present a chal- 
lenge to U.S. physicians, who may be inexperienced in diagnos- 
ing and treating conditions such as malaria, amebiasis, schistoso- 
miasis and other helminthic infections, congenital syphilis, 
hepatitis B, and tuberculosis (American Academy of Pediatrics, 
1997b). Tuberculosis, hepatitis B, and parasitic infections are of 
particular concern for the children in immigrant families, with 
implications for the health of the entire U.S. population. 

In 1995, immigrants accounted for 7,930, or 35 percent, of to- 
tal U.S. tuberculosis cases. Tuberculosis in the foreign-born popu- 
lation is concentrated geographically, both in terms of country of 
origin and state of residence. In 1995, two-thirds of immigrants 
with tuberculosis were from seven countries: Mexico (22 percent), 
the Philippines (13 percent), Vietnam (12 percent), China (5 per- 
cent), Haiti (5 percent), India (5 percent), and Korea (4 percent). 
Nearly 70 percent of those immigrants resided in four states: Cali- 
fornia, New York, Texas, and Florida (Binkin et al., 1996). For- 
eign-born people are at particular risk for drug- resistant tubercu- 
losis infection, an important reason to identify these cases and 
ensure that they are provided appropriate care in order to mini- 
mize the risk of spread to the entire U.S. population (American 
Academy of Pediatrics, 1997a). 

A diagnosis of tuberculosis infection in a child is a sentinel 
event, because it represents recent transmission in the commu- 
nity and therefore merits intensive investigation by public health 
authorities to identify the source. Control of this disease requires 
a combination of strategies, including a vigorous and adequately 
funded public health effort, improved policies and procedures for 
overseas screening of potential immigrants, and careful surveil- 
lance of cases once in the United States. It is of importance to the 
entire population as well as to immigrants with tuberculosis that 
immigrants are ensured access to appropriate health services. 

Hepatitis B infection is highly endemic in China, Southeast 
Asia, Africa, the Pacific Islands, parts of the Middle East, and the 
Amazon Basin. In these areas, 8 to 15 percent of the population 
become chronically infected with the virus, which is a major cause 
of acute and chronic hepatitis, cirrhosis, and primary hepatocel- 
lular carcinoma. Universal hepatitis B vaccination is now recom- 
mended for all children bom in the United States, and for chil- 

30 



o 

ERIC 



72 



FROM GENERATION TO GENERATION 



dren younger than 11 living in households of first-generation im- 
migrants from countries with intermediate or high endemic rates 
of hepatitis B. 

Parasitic infection rates ranging from 10 to 55 percent have 
been reported for immigrant pediatric populations in the United 
States, with Trichuris and Giardia the most frequently isolated 
parasites (Starke et al., 1994). Most intestinal parasites do not 
present a significant public health hazard in the United States, 
because effective sewage disposal and hygienic practices inter- 
rupt transmission. However, many immigrants live in crowded 
areas with poor sanitation, and transmission within households 
may occur. Intestinal parasites may be the cause of chronic or 
recurrent abdominal pain, diarrhea, anemia, and growth failure 
in children. Physicians should be particularly alert for their pos- 
sible occurrence in children from Central and South America, 
Mexico, the Caribbean, Southeast Asia, and Africa. 

One of the few measures of children's physical health status 
in the NHANES III that is determined by physician report is the 
assessment of a possible active infection in the child at the time of 
the survey. As seen in Table 3-1, comparisons between all genera- 
tions of Mexican-origin children and third- and later-generation 
white children show no significant differences in the frequency of 
active infections (Mendoza and Dixon, 1998). There were also no 
differences in active infections between generations of Mexican 
origin nor between them and third- and later-generation black 
children. These data need to be interpreted with caution, given 
that they represent only one point in time and should not be gen- 
eralized beyond immigrants of Mexican origin; however, they 
suggest that there may not be a significant difference in active 
infections between this group of foreign-born and U.S.-born chil- 
dren. 



ENVIRONMENTAL TOXINS 

High levels of lead in the blood pose a risk to brain develop- 
ment, particularly during the second and third years of life, and 
have been associated with hyperactivity, diminished intellectual 
ability, and impaired academic performance in school-age chil- 
dren. 
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National estimates of blood lead levels are not available for 
children from specific countries of origin, but it is evident that 
children in immigrant families may have a higher incidence of 
lead poisoning than third- and later-generation children for sev- 
eral reasons, including poverty, exposure to lead in their coun- 
tries of origin, use of lead-containing products from their country 
of origin, and a higher likelihood of residing in lead-contaminated 
housing (Bellinger et al., 1989). One estimate from the most re- 
cent National Health and Nutrition Examination Survey 
(NHANES III) found elevated blood lead levels among Mexican- 
origin children, and a study of Mexican-born children in Santa 
Clara Valley, California, found lead levels above 10 pg/ dL among 
20 percent of the children, compared with 7 percent of third- and 
later-generation children (Snyder et al., 1995). 

Although few countries sending large numbers of immigrants 
to the United States gather data from nationally representative 
samples, mean blood lead values from selected studies of chil- 
dren in those countries are considerably higher than the current 
U.S. mean of 3.5 pg/ dL for 1- to 5-year-old children. For example, 
contemporaneous surveys of children in Mexico City indicate 
mean lead levels of 12.0 pg/dL in 2- to 4-year-olds (Salazar- 
Schettino et al., 1991) and 9.9 pg/ dL in 1- to 5-year-olds (Romieu 
et al., 1995). Children residing in urban areas in China were re- 
ported to have mean lead levels of 21 pg/dL (Shen et al., 1996), 
and the mean cord blood lead level of Indian children born in 
Lucknow in 1990 was 17.0 pg/ dL (Saxena et al., 1994). 

An important source of lead exposure in Mexico is the leaded 
glaze on earthen pottery cookware (Rojas-Lopez et al., 1994), and 
elevated blood lead levels have been reported in Mexican-origin 
children from the same source (Gellert et al., 1993). In addition, 
in countries where gasoline still contains lead (including most 
developing countries), lead levels in children remain high, and 
most of this elevation is attributed to airborne lead from gasoline 
(Romieu et al., 1995; Shen et al., 1996). Elevated blood lead levels 
have been reported in children in immigrant families from the 
Middle East, India, and Pakistan from the use of eye cosmetics 
with high lead content (Al-Kaff, 1993; Sprinkle, 1995). Folk rem- 
edies that contain lead and are used to treat childhood illnesses 
have been reported for families of Mexican, Saudi Arabian, and 



O 

ERIC 



92 



74 



FROM GENERATION TO GENERATION 



Hmong and other Asian origins (Baer and Ackerman, 1988; Yaish 
et al., 1992). 

In an analysis of 136 Rhode Island census tracts, lead levels 
greater than 10 |ig/dL were reported in 30 to 60 percent of chil- 
dren residing in census tracts with a high proportion (20 percent) 
of Hispanic immigrants, compared with elevated levels in less 
than 10 percent of children in census tracts with few immigrants 
(Sargent, 1997). 

For migrant farmworkers, pesticides are an ever-present dan- 
ger, with 1.2 billion pounds of pesticides used in U.S. agriculture 
annually. The Environmental Protection Agency estimates that 
as many as 300,000 farmworkers suffer from pesticide-related ill- 
nesses or injuries each year (U.S. General Accounting Office, 

1992) . One New York study found that one-third of the children 
interviewed who had worked in agriculture the previous year had 
been injured by pesticides during that time period (U.S. General 
Accounting Office, 1992). As harvesters, children encounter pes- 
ticide residues on crops. When children and adolescents eat, 
drink, or smoke in the fields, they ingest additional pesticides. 
And youngsters often are exposed to direct spray or drift while 
working in the fields or at home in adjacent migrant labor camps. 
These chemicals may cause acute ailments such as skin rashes, 
eye irritation, flu-like symptoms, and sometimes even death. 
They may also cause chronic harms such as birth defects, sterility, 
neurological damage, liver and kidney disease, and cancer (Wilk, 

1993) . Children are more likely to be harmed by pesticide expo- 
sures than are adults because they have lower body weight, 
higher metabolism, and immature immune and neurological sys- 
tems (National Research Council, 1993). 

NUTRITIONAL STATUS 

Nutritional status is determined by measurements of 
children's height, weight, and dietary intake, as well as by bio- 
chemical parameters such as serum iron (Dwyer, 1991). Overall, 
the nutritional status of foreign-bom children upon entering this 
country is directly related to their socioeconomic circumstances 
in the country of origin. Those who were better off in their home 
countries grow appropriately, and those who were living in pov- 
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erty grow less well and proportionately to their degree of impov- 
erishment. Given improved economic, nutritional, and health 
conditions, improved growth can be expected. Conversely, if pov- 
erty is unalleviated, it will continue to limit a child's growth. 

There are currently only partial data on the nutritional status 
of children in immigrant families. For Hispanic and Asian immi- 
grant groups, some information is available, but children from 
other countries, such as Eastern Europe, the former Soviet Union, 
Africa, and the Middle East, are for the most part invisible in the 
literature (Mendoza and Dixon, 1998). 

For Mexican-origin immigrants, analyses of the Hispanic 
Health and Nutritional Examination Survey data for 1984 by 
Mendoza and Dixon (1998) found that, as a group, first-genera- 
tion children tended to be shorter than their U.S.-born counter- 
parts, an outcome that appeared to be the result of differences in 
poverty between the two groups. Weight was found to be less 
deviant than height from the U.S. median for both first- and sec- 
ond-generation children. 

The greater deviation from the norm of height than weight 
resulted in obesity in a greater number of Mexican-origin chil- 
dren and adolescents in both the first and second generations. 
Although these children appear to have their stature affected by 
poverty, suggesting stunting due to poor nutrition and health, 
the increase in obesity would suggest the counterargument of ad- 
equate or overnutrition. Similar findings have been reported for 
some Asian children in immigrant families as well (Himes et al., 
1992). The mechanism of this process, obesity in the face of poor 
linear growth, is not well understood, but one hypothesis pro- 
poses that hormonal changes during pregnancy as a result of a 
nutritional insult in utero may lead to changes in long-term linear 
growth (Popkin et al., 1996). 

To explore further the issue of obesity and problems with lin- 
ear growth, Mendoza and Dixon (1998) examined the daily in- 
take of the four food groups by first- and second-generation Mexi- 
can-origin children. These data showed that consumption of the 
basic four food groups was similar or better for first-generation 
children than for second- and third- and later-generation children. 
In fact, for the age group 6 to 11 years, first-generation children 
appeared to have more balanced diets. However, the dietary in- 
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take data did not determine total caloric intake or serving size 
and therefore need to be viewed cautiously and confirmed by 
other studies. 

Another way to confirm the adequacy of children's diets is by 
determining the prevalence of iron deficiency anemia. Iron defi- 
ciency anemia is the most commonly measured nutritional bio- 
chemical abnormality. There are other causes of anemia, but iron 
deficiency anemia is the most common among children, particu- 
larly for those under age 3 (Florentino and Guirriec, 1984; Looker 
et al., 1997; Lozoff et al., 1997). 

Data on Mexican-origin children in general and reports of 
anemia by mothers of first-generation children suggest that high 
prevalences of anemia are not present, and for the most part are 
less than 3 percent (Looker et al., 1997; Mendoza and Dixon, 1998). 
Data from NHANES III show that parental reports of their chil- 
dren ever having anemia was about 9 percent for first-generation 
Mexican-origin children of all ages (see Table 3-1). For children 
less than age 5, there were no significant differences between first- 
generation Mexican-origin and third- and later-generation white 
children; there were also no significant differences between first- 
and either later-generation Mexican-origin children or third- and 
later-generation black children in this age group. 

Data about the nutritional status of Asian children in immi- 
grant families are limited and complicated by the diversity of 
Asian countries that send children to the United States. As a re- 
sult, an understanding of the economic, nutritional, and health 
conditions of the countries of origin is essential to assessing the 
condition of these children. 

In the 1980s, several studies reported on the growth param- 
eters of children in immigrant families from Southeast Asia. 
Dewey reported significant stunting for age among Vietnamese, 
Umong, Mien, and Laotian first-generation preschoolers (Dewey 
et al., 1986); 39 percent were below the fifth percentile for height, 
but only 7 percent were below the fifth percentile for weight, sug- 
gesting the presence of stunting but not wasting. In fact, Dewey 
found that children who had been in the United States longer 
were heavier but not taller. Other studies have similarly reported 
stunting among Southeast Asian children in immigrant families 
(Barry et al., 1983; Brown et al., 1986; Peck et al., 1981). Some 
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evidence shows that, with improved economic, nutritional, and 
health conditions, these children have exhibited significant catch- 
up growth (Yip et al., 1992a, 1992b, 1993). But others have found 
persistent growth problems among them, including among sec- 
ond-generation children, which have been attributed to persis- 
tent health and nutritional problems related to poverty (Baldwin 
and Sutherland, 1988; Himes et al., 1992; Hyslop et al., 1996). 

The limited data on the dietary intake of Asian children in 
immigrant families indicate that they initially consume traditional 
diets, but then make a transition to American foods (Story and 
Harris, 1988, 1989; Thuy et al., 1983). Southeast Asian mothers 
have been observed to reduce the practice of breastfeeding, ap- 
parently as a result of the need to work, the desire for conve- 
nience, and the sense that baby formula is superior (Serdula et al., 
1991; Tuttle and Dewey, 1994). For Southeast Asians there are 
also findings of high levels of anemia — in some studies, among 
18 to 36 percent of new immigrants (Goldenring et al., 1982; Peck 
et al., 1981). The prevalence of anemia indicates not only poor 
intake of iron-rich foods, but also possible loss of iron from gas- 
trointestinal bleeding, commonly associated with active parasitic 
infections (Juckett, 1995; Sarfaty et al., 1983; Weissman, 1994; 
Wiesenthal et al., 1980). However, in addition to anemia from 
iron loss, Southeast Asian children in immigrant families also 
have a high prevalence of hemoglobinopathies (Craft et al., 1983; 
Hurst et al., 1983). It has been estimated that as many as 40 per- 
cent of Southeast Asian refugees (Vietnamese, 62%; Laotian, 22%; 
and Cambodian, 16%) have one or more congenital anemias 
(Glader and Look, 1996). 

One of the few longitudinal studies of school-age children in 
immigrant families was done by Schumacher et al. (1987) in a 
Newcomers school in San Francisco. A group of 835 children from 
Mexico, El Salvador, Nicaragua, Honduras, Guatemala, Peru, 
China, Taiwan, Hong Kong, Philippines, Vietnam, Cambodia, and 
Laos were followed every 3 months for a year. All the children in 
immigrant families showed improved growth velocities that were 
either at or above the median for third- and later-generation white 
children. That is, they grew at a faster rate than the third- and 
later-generation children, implying that they were experiencing 
catch-up growth. By subgroup, 60 to 90 percent of the children, 
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even those who started at two standard deviations below the me- 
dian, showed significant catch-up growth (Schumacher et al., 
1987). 



OTHER HEALTH PROBLEMS 

There are a number of other conditions for which children in 
immigrant families may be at increased risk, based on current 
prevalence rates among low-income U.S. ethnic groups. These 
include unintentional injury, the most important cause of mortal- 
ity and serious disability for American children and adolescents; 
child maltreatment; and poor vision and dental health. Given 
higher rates of these conditions among children living in poverty, 
one might expect higher rates among children in immigrant fami- 
lies. However, parental report information from the NHANES III 
seen in Table 3-1 shows that the prevalence of accidents, injury, 
and poisoning among all ages of Mexican-origin children is sig- 
nificantly lower than that of third- and later-generation white chil- 
dren of similar ages (Mendoza and Dixon, 1998). Rates increase 
from the first to the third and later generations but remain lower 
than those reported by parents of third- and later-generation 
white children. 

The opposite pattern is found for dental health. Parents of 
first-generation Mexican-origin children are significantly more 
likely to report that their children's teeth are in fair to poor condi- 
tion than are parents of second- and third- and later-generation 
Mexican-origin children or parents of third- and later-generation 
white and black children (Mendoza and Dixon, 1998) (see Table 
3-1). The third- and later-generation children of Mexican origin 
were more likely, however, to be reported as having fair to poor 
teeth than were third- and later-generation white children. For 
first-generation Mexican-origin youth and second-generation 
Mexican-origin 6- to 11-year-olds, vision problems were also re- 
ported at levels that exceed those of third- and later-generation 
children. 



ADOLESCENT HEALTH 

The 1995 National Longitudinal Study of Adolescent Health 
(called Add Health) provides estimates, based on new analyses 
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conducted for the committee, of the perceived health status and 
health risk behavior of first- and second-generation adolescents 
compared with third-generation adolescents (Harris, 1998). Data 
are available for adolescents in families from countries of Central 
and South America, Mexico, Asia, Africa, and Europe. 

As shown in Table 3-2 and Figure 3-3, overall and for most 
specific countries of origin, first-generation adolescents were less 
likely than second or third and later generations to consider them- 
selves in poor health (specifically with neurological impairment, 
obesity, or asthma) or to have school absence due to health or 
emotional problems. By the third generation, reports of poor 
health often exceed those of third- and later-generation white ado- 
lescents. First-generation adolescents also reported less delin- 
quent or violent behavior and less substance abuse than did later 
generations (see Table 3-2 and Figure 3-4). Among the first gen- 
eration, those living in the United States for longer periods of time 
tended to be less healthy and to report increases in risk behaviors. 
(Figures 3-5 and 3-6 provide additional information by ethnic 
group and immigrant status.) 

The Add Health survey also found that first-generation im- 
migrant adolescents were older at age of first intercourse and had 
a lower probability of having had intercourse than later genera- 
tions. However, first-generation adolescents were less likely to 
use birth control at first intercourse. These generational differ- 
ences remained after statistically excluding the effects of family 
income, family composition, and neighborhood factors (Harris, 
1998). 

Other research addresses the influence of acculturation to 
American society among adolescents, particularly in regard to re- 
productive patterns and contraceptive use in the Hispanic popu- 
lation. A review by Brindis (1997) indicates that, with increased 
acculturation, Hispanic girls engage in sexual activity at earlier 
ages and are more likely to give birth outside marriage and to 
leave school. Moreover, Hispanic adolescents who consider 
themselves (or aspire to be) highly acculturated to American soci- 
ety report increased use of alcohol, tobacco, and illicit drugs 
(Brindis et al., 1995). Among the general population, relatively 
early childbearing is a common occurrence among young His- 
panic women, with those age 18 to 24 almost twice as likely as 
white women (though less likely than black women) to have had 
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TABLE 3-2 Health Indicators for First- and Second-Generation Adolescents 
by Generation and for Third- and Later-Generation Adolescents by Race 
and Ethnicity: 1995 (means) 





First 

Generation 


Second 

Generation 


Non-Hispanic 
White, Third 
and Later 
Generations 


Physical Health 


General health fair or poor 


9.2 


10.7 


8.1 


Missed school due to a 


health or emotional problem 


33.5 


36.5 


33.6 


Learning difficulties 


9.3 


12.5 


16.9 


Obesity 


17.0 


26.7 


23.4 


Asthma 


4.8 


8.1 


12.2 


Health and school problems index 


0.74 


0.94 


0.93 


Emotional Health 


Psychological distress 


1.54 


1.52 


1.45 


Positive well-being 


2.85 


2.87 


3.06 


Health Risk Behavior 


Ever had sex 


31.3 


33.9 


36.7 


Age at first intercourse 3 


15.1 


14.9 


14.8 


Birth control/first intercourse 3 


56.2 


57.3 


67.1 


Four or more delinquent acts 


15.8 


25.0 


21.9 


Three or more acts of violence 


14.6 


21.3 


19.4 


Use of three or more substances 


8.3 


17.4 


25.1 


Risk behavior index 


0.7 


0.98 


1.03 


N 


1,651 


2,526 


10,248 



NOTE: With the exception of age at first intercourse and emotional health, all differences 
are statistically significant at the .001 level. Non-Hispanic Asians are not included 
because of small sample size. 



*These outcomes are based on the sample of adolescents who had ever had sex 
(N = 8,226). 



Source: Harris (1998). 
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Non-Hispanic 


Non-Hispanic 


Hispanic, 




Black, Third 


Other, Third 


Third and 




and Later 


and Later 


Later 




Generations 


Generations 


Generations 


Total 



11.5 


14.3 


13.1 


9.7 


37.1 


40.2 


41.1 


35.4 


14.3 


15.6 


18.3 


15.4 


29.9 


31.5 


31.0 


25.3 


13.5 


14.9 


15.7 


11.8 


1.05 


1.17 


1.2 


0.97 



1.52 


1.54 


1.54 


1.49 


2.99 


2.89 


2.89 


2.99 



54.8 


39.2 


45.3 


40.4 


13.8 


14.4 


14.2 


14.5 


64.2 


60.5 


58.3 


63.8 


18.0 


26.3 


29.6 


21.6 


27.2 


26.4 


31.5 


21.9 


8.6 


24.3 


25.3 


19.4 


1.09 


1.17 


1.32 


1.03 


M2 


456 


1,429 


20,622 



o 
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Percent 

FIGURE 3-3 Percent with physical health or school problems for first- and 
second-generation adolescents by generation and third- and later-genera- 
tion adolescents by race and ethnicity: 1995. Source: Harris (1998). 
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FIGURE 3-4 Percent engaging in health risk behavior for first- and second- 
generation adolescents by generation and third- and later-generation ado- 
lescents by race and ethnicity: 1995. Source: Harris (1998). 



children. However, there are considerable differences in fertility 
rates among different Hispanic groups, with Mexican-origin 
women consistently having the highest and Cuban-origin women 
the lowest fertility rates. 

Among adolescents in grades 7 through 12 in 1995, health risk 
behaviors involving early sexual activity, nonuse of birth control. 
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□ First Generation 

■ Second Generation 

□ Third and Later Generations 




FIGURE 3-5 Mean physical health and school problems index for adoles- 
cents by generation and by country or region of origin: 1995. Source: Harris 
(1998). 



delinquency, use of violence, and substance use tended to increase 
with each generation for adolescents from all countries of origin 
taken together (Table 3-2) (Harris, 1998). These risk behaviors 
also increased for each generation for children with origins in 
Mexico, Cuba, Central and South America, China, the Philippines, 
Japan, Vietnam, Africa and the Caribbean, and Europe and 
Canada, although the differences are not always statistically sig- 
nificant (Harris, 1998). For most of these behaviors, the third- 
and later-generation rates approach and even exceed those of 
third- and later-generation white children. 



MENTAL HEALTH AND ADJUSTMENT 

In general, the mental health and adjustment of children and 
youth in immigrant families appears to be similar to, if not better, 
than that of U.S.-born children and youth in U.S.-born families, in 
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FIGURE 3-6 Mean risk behavior index for adolescents by generation and 
by country or region of origin: 1995. Source: Harris (1998). 



most respects. There is, however, little systematic evidence avail- 
able in this domain. Among the factors that have been measured 
with samples of children in immigrant families are acculturative 
stress, psychological adjustment, and academic achievement. 

Acculturative Stress 

A key factor in understanding psychosocial distress among 
children and youth in immigrant families is acculturative stress 
(Aronowitz, 1984; Gil et al„ 1994; Gil and Vega, 1996; Zambrana 
and Silva-Palacios, 1989). Acculturative stress is an aspect of 
children's adaptation to the cultures and social structures of a new 
host country. The kinds of problems associated with acculturative 
stress include: 

• Language problems as children and their families negoti- 
ate a new social system in which their native languages may not 
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be understood and in which they may not know the language of 
the host country; 

• Perceived discrimination from the larger society because 
of differences such as language, skin color, clothing, food habits, 
and other physical features; 

• Perceived cultural incompatibilities between the home cul- 
ture and the host culture resulting from different family values, 
interaction styles, social roles, and socialization practices; and 

• Increasing gaps between the cultural affiliations of adults 
and children and their adherence to home country or host coun- 
try cultural values and norms. 

A study examining acculturative stress among Hispanic teen- 
age boys found that second- and third- and later-generation His- 
panics from low acculturation backgrounds who were primarily 
Spanish speaking and who experienced little family pride, high 
levels of language conflicts, and perceived discrimination from 
the larger society were at greatest risk for psychological distress. 
For first-generation adolescents, higher levels of acculturation 
corresponded with increased family conflict and decreased fam- 
ily pride. Bicultural individuals born in the United States experi- 
enced less acculturation stress, more family pride, and the most 
positive outcomes (Gil et al., 1994). 

In general, mental health researchers have begun to establish 
that bicultural individuals are more likely to be better adjusted in 
a new society. This is due to the fact that they not only maintain 
the strengths of their home culture, but also retain supportive so- 
cial links to that culture while they develop the language and so- 
cial skills needed to successfully negotiate their new cultural set- 
ting (LaFromboise et al., 1993; Pawliuk et al., 1996). However, 
more research is needed to further validate these relationships. 

Other studies have focused on the context of the receiving 
host communities and their impact on children's adjustment. One 
study differentiated the reception of Cuban and Nicaraguan im- 
migrants in Miami (Gil and Vega, 1996). In this study, Cubans 
were more actively supported by the U.S. government, for ex- 
ample, in obtaining refugee status, work permits, and other sup- 
ports; these supports were not as broadly extended to the Nicara- 
guans. The results of this study emphasized that supporting the 
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family was more important than supporting an ethnic enclave. 
This research also established that adolescents acculturated more 
quickly than their parents, particularly with respect to English 
language acquisition, and that boys acculturated more quickly 
than girls. A key finding of this study was that, at equivalent 
stages of adjustment, the Nicaraguans experienced more accul- 
turation conflicts and perceived more discrimination than the 
Cubans. Differences in the supports provided to these two His- 
panic communities and differential response from the broader 
society in support of these groups were particularly reflected in 
the adolescents' adjustment. 

Others have found that the degree of acceptance provided by 
the ethnic enclave may also affect the adjustment of children in 
immigrant families. McKelvey and Webb (1996) examined the 
expectations of Vietnamese Amerasian adolescents and young 
adults (bom to Vietnamese mothers and American fathers) before 
they left Vietnam and the actual support they received from the 
Vietnamese community upon arrival. In general, the established 
Vietnamese community in the United States was not very sup- 
portive of the Amerasian Vietnamese. 

The investigators found that the adolescents who had higher 
expectations for support from the U.S. Vietnamese community 
and did not receive it had the highest depressive symptoms when 
they were assessed several months after arrival. The investiga- 
tors also discovered other factors that may have contributed to 
the worsening mental health of the Amerasian youth following 
immigration, including traveling alone or with only partial fam- 
ily support, close identification with other youths from whom 
they were separated upon arrival in this country, limited educa- 
tion, and little or no knowledge of English. This study underlines 
the importance of the local ethnic community to the mental health 
and adjustment of children in immigrant families. The study also 
provides important cautions about decisions concerning the de- 
termination of ethnicity, the appropriate ethnic community of re- 
settlement, and the response from the local community and na- 
tional government. 

Although the family is the nexus of the growth and develop- 
ment of immigrant children, as it is for all children, differential 
rates of acculturation by parents and children have been associ- 
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ated with family problems and conflicts. Variable rates of accul- 
turation have also been linked with psychological distress among 
children in immigrant families (Aronowitz, 1984; Chiu et al., 1992; 
Gil and Vega, 1996; Zambrana and Silva-Palacios, 1989). Com- 
mon family problems include illness of a key adult, difficulties 
maintaining the family's financial well-being, spousal conflict, 
and parental drinking. Such family problems have been predic- 
tive of higher rates of adolescent distress (Zambrana and Silva- 
Palacios, 1989). In particular, girls seem to respond more strongly 
to family conflicts than boys, perhaps due to the fact that girls are 
thought to place more emphasis on social relations in developing 
their sense of self (Zambrana and Silva-Palacios, 1989). Boys may 
be buffered from family conflicts because they tend to spend more 
time outside the home. However, their tenuous family ties place 
them at risk for developing other kinds of problems. 

In general, very little is known about the effect of the migra- 
tion experience itself on children and adolescents in immigrant 
families. Migration from one country to another and from rural 
to urban areas has been found to be stressful for adults (Desjarlais 
et al., 1995; Hull, 1979; Kasl and Berkman, 1983; Kuo, 1976; Portes 
and Rumbaut, 1996; Sanua, 1970), but little is known about the 
sources of the stress and its manifestations at the individual level. 
A study by McKelvey and Webb (1996) illustrates and other re- 
search confirms that the health and well-being of children in im- 
migrant families may be influenced by the circumstances sur- 
rounding the decision to migrate, the resources of the family, and 
the response of the receiving community to the immigrants 
(Cervantes and Castro, 1985; Portes and Rumbaut, 1996; Portes et 
al., 1992; Rogler, 1994; Rogler et al., 1989, 1991). 

The stages of family adjustment over the course of the immi- 
gration experience also affect the psychological health of children 
and adolescents (Aronowitz, 1984; Gil and Vega, 1996; Pawliuk et 
al., 1996), although some research indicates that immigrants 
present fewer behavioral problems than native-born children 
(Gibson and Ogbu, 1991). Often, the family's first year in the 
United States may be characterized by feelings of euphoria over 
the success of their immigrating. However, the second year tends 
to be the most stressful, as the impact of acculturative stress is 
completely experienced. The third and subsequent years vary 
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greatly psychologically, depending on the interplay of family fac- 
tors and contextual variables. The response of the host commu- 
nity to the family may be particularly critical to the psychological 
well-being of children in immigrant families in the third and sub- 
sequent years. 



Psychological Adjustment 

Some have speculated that during adolescence the stresses of 
immigration are likely to be expressed as identity problems per- 
taining to views of the self, issues of control and efficacy, and fit 
into the peer group, with the school being a particularly critical 
context for development (Aronowitz, 1984; Gil et al., 1994; 
Munroe-Blum et al., 1989; Phinney, 1990; Phinney and Chavira, 
1995; Rousseau et al., 1996; Rumbaut, 1998b). Aronowitz (1984) 
notes that children in immigrant families face a challenging 
double bind: if they maintain their cultural heritage over time, 
they risk greater discrimination and alienation from the host cul- 
ture; if they abandon their cultural heritage, they risk alienation 
and rejection from family and friends, with no guarantees of ac- 
ceptance from the wider society. Features like racial differences 
accentuate the differences between the immigrant child and the 
host society and heighten this dilemma (Phinney and Chavira, 
1995). 

Psychological adjustment was studied in research conducted 
for the committee using the National Educational Longitudinal 
Survey (NELS) of 1988 for 8th graders from China, the Philip- 
pines, Mexico, and other Hispanic countries (Kao, 1998) and the 
1995 National Longitudinal Study of Adolescent Health (Add 
Health) for adolescents in grades 7 through 12 in 1995 with ori- 
gins in Mexico, Cuba, Central and South America, China, the Phil- 
ippines, Japan, Vietnam, Africa and the Caribbean, and Europe 
and Canada (Harris, 1998). The constructs assessed in Add Health 
were psychological distress and psychological well-being; NELS 
measured self-efficacy (feelings of having control over the direc- 
tion of one's life), self-concept, and alienation (feelings of being 
unpopular among school peers). 

The NELS analyses (Kao, 1998) indicated that first- and sec- 
ond-generation youth had significantly lower feelings of self-effi- 
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cacy and higher feelings of alienation from their schoolmates than 
third- and later-generation white youth. In contrast, the immi- 
grant youth and their white counterparts with U.S.-born parents 
did not differ in their self-concepts. The Add Health analyses 
(Harris, 1998) found no differences between first- and second-gen- 
eration immigrant youth and third- and later-generation white 
youth in psychological well-being and distress (see Table 3-2). 
Taken together, these results may suggest that immigrant youth 
are able to maintain positive feelings about themselves and their 
general well-being, despite perceiving that they have relatively 
less control over their lives and are less well accepted by their 
school peers. 

After the effects of socioeconomic status are statistically ex- 
cluded, the NELS data continue to show relatively lower self-effi- 
cacy among first- and second-generation youth who are Hispanic 
and Asian compared with third- and later-generation white youth 
(see Figures 3-7 and 3-8). Black youth in immigrant families and 
third- and later-generation white youth, however, no longer dif- 
fer significantly. With respect to alienation, after controls are 
added, first- and second-generation Asian youth continue to show 
higher feelings of alienation than third- and later-generation 
white youth. Among Hispanics, however, only the second gen- 
eration continues to differ significantly from third- and later-gen- 
eration white youth; among black youth, only the third genera- 
tion shows significant differences. It is also important to note 
that, especially for Hispanic youth in immigrant families, low so- 
cioeconomic status is an important explanatory factor, leading to 
reports of lower self-efficacy and greater alienation. 

When controls for socioeconomic influences such as family 
and neighborhood poverty are added in the Add Health data, 
differences in psychological well-being and distress emerge as 
well, but they are in the opposite direction from those found in 
the NELS data. When differences are found, first- and second- 
generation immigrant youth demonstrate better psychological 
well-being than third- and later-generation white youth. There is 
one exception, however: adolescents from the Philippines, among 
the most Americanized of the immigrant groups studied and a 
group speaking English as its native language, experienced higher 
psychological distress in every generation than third- and later- 
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FIGURE 3-7 Estimates of adolescent self-efficacy. Note: The baseline is the 
score of white third-generation youths (native-born children of native-born 
parents). Source: Kao (1998). 




FIGURE 3-8 Estimates of adolescent alienation at school. Note: The 
baseline is the score of white third-generation youths (native-born children 
of native-born parents). Source: Kao (1998). 
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generation white adolescents. Family and neighborhood poverty 
were among the most influential predictors of psychological stress 
and well-being for all children. Harris (1998) interprets the data 
as demonstrating the protective influence of immigrant status 
among youth that emerges once the effects of greater exposure to 
poverty and inner-city neighborhoods are eliminated. 

Some evidence of a protective function of immigrant status is 
also found in recent studies of suicide. A study of suicide trends 
among adolescent immigrants and ethnic groups in California 
found that first-generation immigrant adolescents were at a 
slightly lower risk of suicide, regardless of age, than third- and 
later-generation adolescents. The suicide rate for immigrants was 
the same as that of lifelong residents among third- and later- 
generation white and black adolescents, but the rates for Mexi- 
can-origin adolescents were lower than those for all third- and 
later-generation adolescents (Sorenson and Shen, 1996). A simi- 
larly low rate of suicide among Mexican-origin adolescents, com- 
pared with the third- and later-generation adolescent population, 
was found throughout the Southwest. In Miami, a longitudinal 
study of Cuban, Nicaraguan, other Hispanic, black, and non-His- 
panic white adolescent boys found the highest rate of suicide at- 
tempts among Nicaraguans and other Hispanics. In that study, 
higher levels of acculturation among minority groups were asso- 
ciated with an increase in suicide attempts. 

The Children of Immigrants Longitudinal Study, conducted 
in Southern California (San Diego) and South Florida (Miami and 
Fort Lauderdale), is the first large-scale survey of changes in the 
family, community, and educational experiences of children and 
youth in immigrant families from nine countries of origin in the 
Western hemisphere and Asia (see Portes, 1996; Portes and 
MacLeod, 1996; Portes and Rumbaut, 1996; Rumbaut, 1994b, 1995, 
1997b, 1998b). Although it does not provide nationally represen- 
tative estimates for children from these countries of origin and 
does not include comparative data from U.S.-born children and 
youth in U.S.-born families, the survey is a rich source of psycho- 
logical data and provides insights into the processes that might 
underlie patterns in the psychological well-being of immigrant 
youth. For example, Rumbaut (1998b) has recently identified the 
rise of a reactive ethnicity among immigrant youth. That is, some 
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youth — notably those of Mexican and Filipino descent — increas- 
ingly identify themselves by their foreign nationality (e.g., "Fili- 
pino") or with a pan-ethnic (e.g., "Asian") label. He speculates 
that this pattern points to a growing identification of immigrant 
youth with U.S. minority groups that, if sustained, may have im- 
portant implications for their later development. At the same 
time, the vast majority of youth in this sample agree that "there is 
no better country to live in than the United States." 

Research was conducted for the committee based on data 
from this survey, focusing on children and youth in immigrant 
families living in San Diego who were from Mexico, the Philip- 
pines, Vietnam, Cambodia, and Laos (Rumbaut, 1998a). This 
study assessed possible risk and protective factors for low self- 
esteem and depressive symptoms, including gender, country of 
origin, intrafamily and extrafamily contexts and stressors, educa- 
tional aspirations and achievement, language preference and 
skills, and physical looks and popularity with the opposite sex. 

The study found lower self-esteem and higher depressive 
symptoms among youth in immigrant families for girls and for 
children experiencing high parent-child conflict, low family co- 
hesion, recent serious illness or disability in the family, a high 
proportion of English-only spoken in the neighborhood, a school 
perceived as unsafe, dissatisfaction with physical looks, and lack 
of popularity with the opposite sex. 3 Also associated with low 
self-esteem were being of Filipino or Vietnamese origin, a recent 
family move to another home, low grades and educational aspi- 
rations, current limited English proficiency, and limited English 
proficiency in 1991 (see Table 3-3). Subsequent analyses of the 
Children of Immigrants Longitudinal Study (Rumbaut, 1998b) 
also found that self-reports of experiences of racial and ethnic dis- 
crimination were associated with a higher incidence of depres- 
sive symptoms. Self-esteem, in turn, is significantly associated 



3 Seven additional factors associated with higher depression were a later age at 
arrival in the United States, a nonintact family, a recent worsening of the family's 
economic situation, perceptions of poor teaching quality or unfairness, experi- 
ence with stress in school, high proportion of friends not planning to attend col- 
lege, and experience with racial or ethnic discrimination. 
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with the school performance and ambitions of these youth in im- 
migrant families. Interestingly, the NELS data discussed above 
also revealed the importance of language factors and school ex- 
periences for feelings of self-efficacy among Hispanic and black 
youth in immigrant families, but not for Asian youth in immi- 
grant families (see Kao, 1998). 

Despite the potential importance of these factors for enhanc- 
ing or reducing self-esteem and depression among children in 
immigrant families, national estimates of the prevalence of their 
experience with most of these factors are not available (excep- 
tions are educational aspirations and achievements, as measured 
by NELS, and language proficiency, as measured by the decen- 
nial census). 



Academic Achievement 

Children from immigrant families face many potential chal- 
lenges to their educational success. Many of them come from 
homes in which English is not the main spoken language. Par- 
ents are often unfamiliar or uncomfortable with avenues for par- 
ticipation in their children's schooling, and some have received 
little formal education. Immigrant families tend to settle in large 
urban areas that have troubled school systems (Fuligni, 1998). It 
follows that these children may experience difficulties at school — 
yet a handful of recent studies have begun to question this as- 
sumption. 

Achievement Scores 

Students in immigrant families appear to exceed prevailing 
assumptions about their school performance. In fact, some re- 
searchers have found that adolescents in immigrant families per- 
form just as well if not better in school than their U.S.-born peers 
with U.S.-born parents (Fletcher and Steinberg, 1994; Fuligni, 
1997; Kao and Tienda, 1995; Rosenthal and Feldman, 1991; 
Rumbaut, 1995, 1998b). Analysis commissioned by the commit- 
tee from the National Educational Longitudinal Survey of 1988 
corroborated this broad conclusion (Kao, 1998). Specifically, first- 
and second-generation children nationally have slightly higher 
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TABLE 3-3 Predictors of Self-Esteem and Depressive Symptoms Among Children of Immigrants: 1995-96* 
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grades and math test scores than third- and later-generation chil- 
dren, but their reading test scores are somewhat lower than those 
of third- and later-generation children (Kao and Tienda, 1995). 

The relationship between achievement and generational sta- 
tus is not uniform, but varies with country of origin. As Table 3-4 
shows, Mexican-origin children in every generation have similar 
grades and math test scores, although later generations have bet- 
ter reading test scores. Mexican-origin children in every genera- 
tion also have substantially lower educational achievements than 
third- and later-generation white children; most of the difference 
for each generation is explained by lower parental education and 
family income among the Mexican-origin children (Kao, 1998). 

Children in Chinese-origin immigrant families, especially the 
second generation, exceed third- and later-generation Chinese- 
origin children in grades and math test scores. However, only the 
second generation exceeds the third and later generations in read- 
ing test scores. First- and second-generation Chinese-origin chil- 
dren also exceed third- and later-generation white children in 
grades and math test scores; the second generation has higher 
reading scores as well. The superior grades and math test scores 
of first-generation Chinese-origin children are not explained by 
socioeconomic status, psychological well-being, or other school 
experiences. For the second generation, however, one-third to 
one-half of the superior performance is explained by these fac- 
tors, particularly parental education and family income (Kao, 
1998). 

Among Filipino-origin children, the second generation also 
achieves better grades and math and reading test scores than the 
first or third and later generations (Table 3-4). Compared with 
third- and later-generation white children, first- and second-gen- 
eration Filipino-origin children achieve higher grades. The sec- 
ond generation achieves higher math and reading test scores 
(Kao, 1998). 

In the San Diego study, children in immigrant families at ev- 
ery grade level had higher grades than the district-wide average, 
and their school dropout rate was lower, even among Mexican- 
origin children, despite significant socioeconomic and linguistic 
handicaps. Factors contributing to these outcomes were these 
children's greater amount of time spent doing homework, lesser 
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time spent watching television, and the higher educational aspi- 
rations of the children and parents in immigrant families 
(Rumbaut, 1998a). 

Family and School Support for Educational Success 

The National Household Education Survey was used in 
analyses conducted for the committee to estimate exposure to risk 
factors for first- and second-generation children ages 3 to 8 for 
Hispanics, Asians, and whites (Nord and Griffin, 1998). Estimates 
for specific countries of origin are not possible because of the lim- 
ited sample size and lack of information on countries of origin. 

Among children generally, it has been found that family mem- 
bers can foster school success by engaging in various activities 
with their young children, including teaching them letters and 
numbers, reading to them, and working on projects with them 
(Table 3-5). For seven different activities of this type in 1996, 
among third- and later-generation white children, the proportion 
of children with parents engaged in such activities during the past 
week ranged from 75 to 93 percent; the proportions for children 
in immigrant families were about the same to no more than 11 
percentage points smaller. Among children in immigrant fami- 
lies, the proportions were usually higher for second-generation 
children than for the first generation, and the proportions tended 
to be 10 to 15 percentage points lower for Hispanic children than 
for Asians (Nord and Griffin, 1998). 

It has also been found that, among parents generally, they can 
foster school achievement by taking their children on a variety of 
educational outings (Table 3-5). Estimates of the proportion of 
children whose parents took them on six different types of out- 
ings in 1996 ranged widely from 12 to 65 percent and did not vary 
systematically between immigrant and U.S.-born children, be- 
tween first- and second-generation immigrants, or between His- 
panic and Asian children in immigrant families (Nord and Grif- 
fin, 1998). 

Parental involvement in their children's schools is a third set 
of activities that has been found for children generally to foster 
school achievement (Table 3-5). Among third- and later-genera- 
tion children in 1996, 68 percent of whites had parents highly in- 
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TABLE 3-4 Descriptive Characteristics of 8th Grade Youth 





CHINESE 






FILIPINOS 










Native- 


Native- 




Native- 


Native- 






born of 


born of 




born of 


born of 






Foreign- 


Native- 




Foreign- 


Native- 




Immigrant 


born 


born 


Immigrant 


born 


born 




Generation 


Parents 


Parents 


Generation 


Parents 


Parents 


Self-efficacy, or 
locus of control 


— 0.241 c 


0.011 


0.073 


-0.156 


0.011 


-0.006 




-0.591 


-0.567 


-0.757 


-0.631 


-0.553 


-0.806 


Self-concept 


-0.115 


-0.021 


-0.058 


-0.043 


0.023 


-0.33 




-0.644 


-0.709 


-0.659 


-0.578 


-0.641 


-0.561 


Alienation, or 
unpopularity 


0.349 c 


0.283 6 


0.192 


0.207 


0.198 


0.312 




-0.479 


-0.453 


-0.402 


-0.407 


-0.4 


-0.479 


Middle school grade 
point average 


3.356 c 


3.447 c 


2.992 


3.203 6 


3.247 c 


3.013 




-0.654 


-0.568 


-0.957 


-0.687 


-0.689 


-0.74 


Math test scores 


56.802 c 


61 ,363 c 


53.077 


50.736 


56.085 c 


53.651 




-9.35 


-8.531 


-13.564 


-9.6 


-9.888 


-11.786 


Reading test scores 


49.480 6 


58.204 c 


49.797 


49.1 81 6 


54.587 a 


55.297 




-10.166 


-7.887 


-10.538 


-9.219 


-9.239 


-9.983 


Parents’ education 


14.045 3 


15.944 c 


14.923 


15.426 c 


15.896 c 


13.875 




-2.758 


-3.252 


-2.607 


-1.973 


-2.214 


-1.147 


Family income 


3.353 c 


6.1 60 c 


4.708 


3.912 


5.558 a 


3.797 


(in $10,000) 


-3.49 


-4.481 


-4.247 


-3.044 


-4.165 


-1.382 


Home language use 














Non-English 
language only 


0.201 c 


0.111 c 


0.038 


0.139 c 


0.217 c 


0 




-0.403 


-0.316 


-0.196 


-0.347 


-0.414 


0 



0 
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MEXICAN OTHER HISPANICS WHITES 



Immigrant 

Generation 


Native- 
born of 
Foreign- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


Immigrant 

Generation 


Native- 
born of 
Foreign- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


-0.282 c 

-0.619 


—0.1 51 c 
-0.626 


—0.1 1 3 C 
-0.633 


-0.086* 

-0.62 


-0.049 3 

-0.684 


-0.068* 

-0.685 


0.056 

-0.605 


-0.148° 

-0.62 


-0.098 6 

-0.649 


-0.025 

-0.663 


0.012 

-0.656 


0.003 

-0.642 


-0.025 

-0.683 


-0.016 

-0.662 


0.288 c 

-0.454 


0.263 c 

-0.441 


0.140 3 

-0.348 


0.219 

-0.416 


0.166 

-0.373 


0.206 

-0.405 


0.17 

-0.376 


2.707 c 

-0.734 


2.760 c 

-0.7 


2.743 c 

-0.743 


2.853 

-0.746 


2.796* 

-0.681 


2.803* 

-0.747 


2.959 

-0.751 


45.393 c 

-8.721 


45.639 c 

-7.891 


46.383 c 

-8.903 


46.970 c 

-10.121 


48.547 c 

-9.844 


46.674 c 

-9.103 


52.547 

-9.837 


43.420 c 

-8.59 


45.772 c 

-8.575 


47.671 c 
-9.193 


47.662 c 

-9.732 


48.484 c 

-9.591 


47.61 3 C 
-9.658 


52.355 

-9.717 


11.200 c 

-2.071 


11.887 c 

-2.165 


13.066 c 

-1.997 


1 3.51 2 C 
-2.968 


14.000* 

-2.984 


14.033* 

-2.4 


14.546 

-2.433 


1.796 c 

-1.869 


2.239 c 

-2.037 


2.773 c 

-2.103 


2.990 c 

-3.324 


3.783* 

-4.008 


3.290 c 

-2.446 


4.648 

-3.9 


0.251 c 
-0.435 


0.169 c 

-0.375 


0.1 12 c 
-0.315 


0.1 87 c 
-0.391 


0.218 c 

-0.414 


0.045 c 

-0.208 


0.007 

-0.085 
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TABLE 3-4 (Continued) 





CHINESE 






FILIPINOS 










Native* 


Native- 




Native- 


Native- 






born of 


born of 




born of 


born of 






Foreign- 


Native- 




Foreign- 


Native- 




Immigrant 


born 


born 


Immigrant 


born 


born 




Generation 


Parents 


Parents 


Generation 


Parents 


Parents 


School experiences 














Ever repeat 


0.121 


0.029* 


0.208 


0.119 


0.027 c 


0.2 




-0.327 


-0.167 


-0.415 


-0.325 


-0.164 


-0.414 


Currently enrolled in 












bilingual program 


0.144 c 


0.037 


0.043 


0.091* 


0.009 


0 




-0.353 


-0.191 


-0.209 


-0.289 


-0.096 


0 


N 


134 


107 


25 


108 


114 


16 



a p<.05 

*p<01 

c p<001 

Source: The National Education Longitudinal Study of 1988. Kao (1998). 



volved in school, somewhat more than the 59 percent for Hispan- 
ics and 56 percent for blacks. Among children in immigrant fami- 
lies, the proportion with parents highly involved in school was 57 
percent, although most of the difference between these children 
and third- and later-generation white children was accounted for 
by the higher proportion with a moderate level of parental in- 
volvement. Parental involvement was greater for the second gen- 
eration than the first (58 versus 50 percent highly involved). 
Among children in immigrant families, Hispanics were less likely 
then Asians to have highly involved parents (49 versus 57 per- 
cent) (Nord and Griffin, 1998). 

Early childhood programs prior to kindergarten help children 
prepare for school. The proportions attending early childhood 
programs among third- and later-generation children were 58, 66, 
and 47 percent, respectively, for whites, blacks, and Hispanics, 
compared with 42 percent for children in immigrant families. The 
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MEXICAN 






OTHER HISPANICS 




WHITES 


Immigrant 

Generation 


Native- 
born of 
Foreign- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


Immigrant 

Generation 


Native- 
born of 
Foreign- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


Native- 
born of 
Native- 
born 
Parents 


0.273 c 


0.214 c 


0.214 c 


0.184 


0.18 


0.212* 


0.148 


-0.447 


-0.41 


-0.41 


-0.39 


-0.386 


-0.409 


-0.355 


0.141 c 


0.067 c 


0.047 


0.147 c 


0.062 a 


0.069* 


0.034 


-0.349 


-0.25 


-0.212 


-0.356 


-0.242 


-0.254 


-0.182 


215 


578 


763 


121 


195 


242 


13952 



second generation was more likely than the first to attend such 
programs, and Hispanic children in immigrant families were 
slightly less likely than Asians to attend such programs (Nord 
and Griffin, 1998). 

Children generally have been found to learn better if the 
schools they attend are well-disciplined and parental participa- 
tion may be encouraged by a variety of school practices that fos- 
ter such involvement. In parental ratings of children's schools 
along 10 dimensions, the proportion with favorable or very fa- 
vorable parental responses was 45 to 67 percent for third- and 
later-generation white children. The proportions with favorable 
ratings were 2 to 10 percentage points lower along most dimen- 
sions for third- and later-generation blacks and Hispanics. These 
proportions varied between about 15 percentage points less and 
15 percentage points more for third-generation children. They 
also varied substantially but in no specific direction for first- and 

1.20 
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TABLE 3-5 Percent with Parents Reporting Selected Family Educational 
and School Experiences for Children Ages 3 to 8 by Generation and for 
Third- and Later-Generation Children by Race and Ethnicity: 1996 



First and Second 
Generations 



Characteristic 


Children 
3-8 Years 


Total 


First 

Generation 


Total (thousands) 


22,959 


3,213 


430 


Family Involvement at Home 

In the past week, someone in family: 
Taught child letters, words, or numbers 3 


93% 


92% 


86% 


Taught child songs or music 3 


76 


73 


68 


Took child along while doing errands 3 


95 


91 


97 


Number of times read to child: 0 
Not at all 


7 


11 


13 


Once or twice 


20 


26 


34 


3 or more times 


28 


25 


23 


Every day 


44 


37 


31 


Told child a story 


77 


76 


74 


Worked on arts and crafts project with child 


72 


65 


59 


Played a game, sport, or exercised with child 


92 


86 


82 


Involved child in household chores 


95 


86 


83 


Worked on a project with child like building, 
making or fixing something* 7 


67 


56 


51 


In the past month, someone in the family: 
Visited the library with child 


44 


38 


32 


Went to a play, concert, or other live show 
with the child 


30 


26 


21 


Visited an art gallery, museum, or historical 
attraction with child 


20 


20 


17 


Visited a zoo or aquarium with child 


17 


23 


21 


Talked with child about family history or 
ethnic heritage 


52 


55 


60 


Attended an event with child sponsored by 
a community, ethnic, or religious group 


50 


41 


39 


Attended an athletic or sporting event in 
which child was not a player 


33 


22 


12 
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Third and Later 
Generations 



Second 

Generation Hispanic Asian White 



2,782 


1,734 


239 


837 


93% 


90% 


97% 


94% 


73 


70 


72 


78 


90 


88 


79 


99 


11 


14 


6 


7 


25 


32 


18 


17 


26 


25 


25 


24 


38 


29 


51 


51 


77 


71 


83 


84 


66 


59 


74 


74 


87 


81 


92 


94 


86 


84 


74 


90 


58 


47 


59 


69 


38 


27 


54 


51 


27 


21 


34 


33 


20 


15 


24 


27 


23 


20 


32 


26 


54 


52 


50 


61 


41 


35 


38 


51 


24 


18 


19 


30 



0 




Total White Black Hispanic 



19,746 


14,166 


3,326 


1,652 


94% 


93% 


96% 


91% 


76 


76 


83 


69 


95 


96 


94 


94 


7 


6 


8 


8 


19 


17 


25 


24 


29 


28 


30 


29 


45 


48 


37 


39 


77 


78 


73 


79 


73 


75 


66 


72 


93 


94 


92 


87 


96 


97 


95 


92 


68 


70 


63 


67 


45 


47 


40 


39 


30 


29 


36 


27 


20 


19 


22 


20 


16 


14 


23 


21 


51 


47 


65 


54 


51 


52 


52 


43 


35 


36 


33 


27 




(Table continued on next page) 
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TABLE 3-5 Continued 



First and Second 
Generations 



Characteristic 


Children 
3-8 Years 


Total 


First 

Generation 


Family Involvement at School 








Parents’ involvement in school* 


Low 


15 


17 


17 


Moderate 


21 


26 


33 


High 


64 


57 


50 


Parent attended a general school meeting 


83 


82 


78 


Parent attended class or school event 


67 


61 


60 


Parent volunteered at school 


51 


38 


24 


Parent attended parent-teacher conference 


79 


82 


84 



NOTE: Hispanic children are designated as such. They are not included in any of the other 
racial or ethnic categories. The Total columns include all children. Because of rounding, 
percents may not sum to 100. 



second-generation children and for Hispanic and Asian children 
in immigrant families (Nord and Griffin, 1998). 



Educational Aspirations and School Problems 

Analyses conducted for the committee based on the National 
Education Longitudinal Survey of 1988 (Kao, 1998) indicate that 
children in immigrant families, both the first and second genera- 
tions, have higher educational aspirations and are more likely to 
aspire to graduate from college than are third- and later-genera- 
tion adolescents. Among Chinese, Filipino, and Mexican children, 
although small sample sizes require that the findings be viewed 
as preliminary, educational aspirations are highest among Chi- 
nese and Filipinos in immigrant families, somewhat lower among 
third- and later-generation children generally, and still lower for 
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Third and Later 
Generations 



Second 



Generation 


Hispanic 


Asian 


White 


Total 


White 


Black 


Hispanic 


17 


21 


13 


10 


15 


13 


21 


17 


25 


30 


30 


20 


20 


19 


23 


24 


58 


49 


57 


70 


65 


68 


56 


59 


83 


79 


81 


87 


84 


84 


81 


82 


61 


54 


56 


73 


68 


71 


57 


64 


41 


29 


36 


54 


53 


56 


42 


46 


81 


83 


88 


86 


79 


79 


76 


78 



a Applies only to children not yet in first grade. 

^Applies to children age 3 years through grade 3. 

^Applies to children in grades 1 and above. 

^Applies to children enrolled in preschool programs or regular school. 

Source: U.S. Department of Education, National Center for Education Statistics, 1996 
National Household Education Survey. Nord and Griffin (1998). 



third- and later-generation Chinese and Filipino children and all 
generations of Mexican-origin children. 

Consistently, the most common school problems identified 
among youth in immigrant families are behavioral problems and 
learning difficulties (Aronowitz, 1984; Gil et al., 1994). When 
asked to assess children in immigrant families, teachers tend to 
identify more behavioral problems than do parents. It is difficult 
to assess from the literature whether these higher rates of behav- 
ioral problems and learning difficulties that teachers report are 
due to their misinterpretation of normatively different behavior 
or the effects of acculturative stresses, such as language difficul- 
ties and perceived discrimination at school. It is likely that both 
of these factors not only are present, but also interact in the school 
setting. In addition, the negative evaluations that teachers make 
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may have a negative effect on the self-esteem of children in immi- 
grant families, especially among adolescents. 

Smaller-scale studies present a more complex picture of 
achievement motivation and school problems among different 
groups of youth in immigrant families. For example, Gil and col- 
leagues (1994) found that, among second- and third-generation 
Hispanic adolescents, high acculturation was associated with 
high academic motivation. They also found that second- and 
third- and later-generation adolescents with low acculturation 
who perceived significant discrimination from the host society 
were most likely of all the adolescents studied to experience low 
self-esteem and poor school performance. Research by Rousseau 
and colleagues (1996) in Montreal illustrated that the school's per- 
ceptions of different immigrant groups may also interact with stu- 
dent motivation to produce worse outcomes for some groups of 
children than others. In this study, although the school perfor- 
mance of first-generation Southeast Asian and Central American 
immigrant children did not vary significantly, teachers identified 
more learning problems in the Central American children. They 
also subscribed to the stereotype of Asians as a "model minority" 
in their differential perceptions of these groups of students. 

In another study of Canadian children, Munroe-Blum and col- 
leagues (1989) highlighted the effect of social status on the school 
performance and mental health of children in immigrant fami- 
lies. In this large study, immigrant status was not associated with 
either poor school performance or more mental health problems. 
However, children in immigrant families were more likely to be 
poor, but less likely to have access to welfare and other social 
services. The paradoxical nature of the findings was that, given 
the worse social status of children in immigrant families, there 
were no overall statistical differences in outcomes, suggesting re- 
silience among these children, an emerging theme in the research 
literature. 

What cannot be ascertained from this cross-sectional study is 
the effect of enduring social disadvantage on children. Other 
studies indicate that, in the United States, the persistence of dis- 
advantage is structured along racial lines, with black children ex- 
periencing more serious problems (Kao and Tienda, 1995; 
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Phinney and Chavira, 1995) and Asian children fewer problems. 
Better statistical analyses are needed to look more closely at dif- 
ferent ethnic populations within these broad groupings. How- 
ever, there are anecdotal indications that Hmong and other tribal 
people from Southeast Asia are not faring as well as other Asians; 
that the Cuban experience is quite different from that of Nicara- 
guans and Salvadorans; and that Jamaicans, Haitians, and blacks 
also have divergent experiences. 

SUMMARY 

Although we reiterate that conclusions based on the 
committee's analysis must be considered preliminary, many mea- 
sures reported for children in immigrant families indicate that 
they are healthier than U.S.-born children in U.S.-born families. 
This relative advantage tends to decline with length of time in the 
United States and from one generation to the next. In addition, 
children in immigrant families are at particular risk for certain 
health problems. 

Specifically, children in immigrant families experience fewer 
specific acute and chronic health problems than do U.S.-born chil- 
dren in U.S.-born families, according to parent reports, including 
acute infectious and parasitic diseases; acute ear infections; acute 
accidents; chronic respiratory conditions such as bronchitis, 
asthma, and hay fever; and chronic hearing, speech, and defor- 
mity impairments. For children of Mexican origin, parents in im- 
migrant families report fewer acute injuries and poisonings and 
fewer limitations on major activities than U.S.-born parents in 
U.S.-born families. First-generation immigrant adolescents also 
report lower levels of neurological impairment, obesity, and 
asthma, and fewer health risk behaviors such as early sexual ac- 
tivity; use of cigarettes, alcohol, marijuana, or hard drugs; delin- 
quency; and use of violence. Many of these health problems and 
risk behaviors tend, however, to increase with length of residence 
in the United States or from one generation to the next. 

Similarly, second-generation infants are less likely to have low 
birthweight or to die in the first year of life than are third- and 
later-generation infants. Comparatively low levels of cigarette 
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smoking and alcohol consumption during pregnancy among im- 
migrant mothers contribute substantially to their more favorable 
birth outcomes; additional potentially important factors include 
lower levels of drug use and a healthier diet. 

Perhaps as we look to the future, protective factors that lead 
to comparatively favorable outcomes for first- and second-gen- 
eration children will be reinforced, or more easily maintained, as 
a result of the increasing size and the geographic concentration of 
the immigrant population, especially from Mexico, providing 
greater opportunities to retain positive cultural characteristics. 

Not all indications are favorable, however. Children in immi- 
grant families from Mexico, for example, are more likely to be 
reported by parents as being in fair to poor health and as having 
teeth in only fair to poor condition. They are also more likely to 
exhibit elevated blood lead levels. In addition, parents in immi- 
grant families are, paradoxically, somewhat less likely than those 
in U.S.-born families to report their child's health as excellent or 
very good, despite the fact that they report their children to have 
fewer specific acute and chronic health problems. Tuberculosis, 
hepatitis B, parasitic infections, and elevated levels of lead in the 
blood are also of particular concern for children in immigrant 
families from certain high-risk countries of origin. 

The paradoxical finding that children in immigrant families 
have better health than U.S.-born children in U.S.-born families 
on most available measures — despite their overall lower socio- 
economic levels, higher poverty rates, and racial or ethnic minor- 
ity status — suggests that strong family bonds among immigrants 
may act to sustain cultural orientations leading to healthful be- 
havior, or that other unknown social or cultural factors may serve 
to protect them. Thus, children may be protected by key aspects 
of culture brought from their home country. It is important to 
also keep in mind that most of these findings (with the exception 
of the infant outcomes) are based on parental and self-report data, 
which are themselves likely to be affected by cultural factors. 

The apparent deterioration of the health of children in immi- 
grant families the longer they reside in the United States and from 
one generation to the next suggests that protective aspects of im- 
migrant culture may fade as assimilation into the mainstream 
American culture occurs, allowing deleterious effects of low so- 
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cioeconomic status, high poverty, and racial or ethnic stratifica- 
tion to emerge. A more complete understanding of the health 
situation of children in immigrant families and the reasons for 
change through time will depend on additional study of these 
children in the United States that is informed by knowledge about 
the health of children in countries of origin, and hence providing 
an explicitly cross-national comparative perspective. 

Firm conclusions about similarities and differences between 
adolescents in immigrant and U.S.-born families regarding psy- 
chological well-being, academic success, and other measures of 
successful adaptation to American society are difficult to draw 
for reasons that include the small immigrant samples in available 
studies. However, adolescents in immigrant families appear to 
sustain positive feelings about themselves and their well-being 
while also perceiving that they have relatively less control over 
their lives and are less popular with their peers at school. They 
also report having higher educational aspirations, although these 
may deteriorate across generations. 

At early ages, parents can foster school success among their 
young children by teaching them letters and numbers, reading to 
them, working on projects with them, taking them on educational 
outings, and getting involved in the children's school. Young chil- 
dren also learn better in well-disciplined schools and if parental 
participation is encouraged by the school. Early childhood pro- 
grams prior to kindergarten help children prepare for school. 
Children do not differ systematically along most of these dimen- 
sions, with the exception that children in immigrant families are 
much less likely to be enrolled in early childhood programs or 
attend Head Start if they are eligible. 

Children in immigrant families nationally have somewhat 
higher middle school grade point averages and math test scores 
than do U.S.-born children in U.S.-born families, although read- 
ing test scores among the first generation are lower than for later 
generations. Differences across children with various countries 
of origin appear quite large, however. For example, adolescents 
in Chinese-origin immigrant families have grade point averages 
and higher math test scores than third- and later-generation Chi- 
nese-origin or white children. In contrast, Mexican-origin chil- 
dren of all generations have grade point averages and math test 
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scores that are similar to each other, but that are much lower than 
for third- and later-generation white children. Corresponding to 
the declines in educational aspirations across generations, how- 
ever, there is evidence that, among Chinese-origin and Filipino- 
origin children, the especially strong achievement records of the 
second generation are not sustained. 
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*ihis chapter summarizes the current policy status of chil- 
dren in immigrant families and places this contemporary 
portrait in the context of previous immigration and social 
welfare policies that have determined their access to health and 
social services over time. It analyzes new data, collected for the 
committee, on the use of benefits by immigrant families prior to 
welfare reform. The chapter then provides information about 
health care for children in immigrant families. It examines pat- 
terns of health insurance coverage, access to and use of health 
services, and barriers to access. 

It is beyond the scope of this report to do more than touch on 
the highlights of U.S. immigration history (see also Barkan, 1996; 
Bodnar, 1985; Daniels, 1990; Hing, 1993; Kraut, 1982; National 
Research Council, 1997), let alone social welfare history. Never- 
theless, it is important to have some understanding of earlier prac- 
tices and policies that have, by design, brought foreign-born chil- 
dren to the United States and provided for them once they 
arrived. 
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PROVISION OF PUBLIC BENEFITS 
Current Eligibility 

The most important policies affecting immigrants after ar- 
rival in the United States have been the fairly generous rules that 
have governed access by legal immigrants to mainstream public 
benefit programs, such as income support (formerly Aid to Fami- 
lies with Dependent Children, AFDC), health and nutrition ben- 
efits, social services, and public education. Following several 
years of intense national debate over the costs of immigration, 
particularly over the use of public benefits by immigrants, the 
104th Congress enacted the Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 (hereafter referred to as 
welfare reform). This law, among other changes, fundamentally 
altered the legal structure for providing these public benefits to 
immigrants, adults and children alike. 1 The Balanced Budget Act 
of 1997 substantially reversed several major provisions of welfare 
reform, restoring roughly half of the $23 billion ($11.4 billion) in 
federal savings that were expected to result from the provisions 
targeted to immigrants (Congressional Budget Office, 1997). 
And, as of this writing, efforts to restore benefits to immigrants 
are ongoing at the federal level. 

The law's impact on immigrant children derives in large part 
from the programmatic reach of new restrictions on immigrants' 
eligibility for public benefits, which encompass the benefit pro- 
grams of Medicaid, Supplemental Security Income (SSI), the Food 
Stamp Program, 2 and noncash services (such as child care) deliv- 
ered under Temporary Assistance to Needy Families (TANF, for- 



1 The Illegal Immigration Reform and Immigrant Responsibility Act of 1996 af- 
fected similar aspects of immigration law, but these changes were reconciled to 
the provisions of the welfare reform law and thus are not discussed here. 

^n June 23, 1998, as this report was being prepared for publication. President 
Clinton signed the Agriculture Research, Extension, and Education Reform Act 
(S. 1150) which restored food stamps to 250,000 legal immigrants, including 75,000 
children who lost benefits under the welfare reform bill. This figure represents 
about one-quarter of the approximately 935,000 legal immigrants who lost their 
food stamp eligibility under the welfare law. 
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merly Aid to Families with Dependent Children). Not only have 
immigrant children been direct beneficiaries of many of these pro- 
grams, but also many of those who did not receive benefits them- 
selves live in families in which a family member was eligible for 
and received benefits. For example, children constituted an esti- 
mated 17 percent of noncitizens losing food stamps, but almost 
two-thirds (64 percent) of households headed by a noncitizen that 
received food stamps also included children (Smolkin et al., 1996). 
To the extent that overall family resources for meeting basic needs 
are reduced, children in immigrant families will be likely to feel 
the impacts. These concerns about the possible negative effects of 
the policy changes on children in immigrant families have been 
met by alternative views that emphasize possible deterrent ef- 
fects of the changes on future immigration and on immigrants' 
interest in and ability to remain in the United States. 

Five shifts in public policy introduced by welfare reform are 
particularly significant for immigrant children. (Tables 4-1 and 4- 
2 summarize the major changes in eligibility for benefits that have 
arisen from this recent legislation.) First, the law draws a new 
line between legal immigrants and citizens in determining eligi- 
bility for public benefits; such a line was formerly drawn between 
illegal and legal immigrants. Prior to welfare reform, legal immi- 
grants were eligible for public benefits on essentially the same 
terms as U.S.-born citizens (Fix and Zimmerman, 1995). 3 Cur- 
rently, most immigrants (except for refugees) who are in the 
United States legally are barred from eligibility for food stamps, 



3 Naturalized citizens enjoyed the same entitlements as other citizens. Refugees, 
whose flight from persecution in their homeland is considered unplanned migra- 
tion, were also entitled to receive full public benefits from the time of their ar- 
rival. Access of legal permanent residents to SSI, food stamps, and AFDC benefits 
was conditioned by "deeming," that is, ascribing the incomes of their sponsors to 
the immigrants for three to five years following entry. Undocumented immigrants 
were eligible for very few public benefits, most notably emergency medical assis- 
tance under Medicaid and the Special Supplemental Nutrition Program for 
Women, Infants, and Children (WIC). The Supreme Court ruled in 1982 that un- 
documented alien children could not be denied access to public elementary and 
secondary education (Plyler v. Doe, 457 U.S. 202(1982)). U.S.-born children of 
undocumented aliens are citizens of the United States and are eligible for public 
benefits on the same terms as other citizens. 
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and immigrants who arrived after August 22, 1996, are barred 
from a range of other federal means-tested benefits, including in- 
come assistance (TANF) and Medicaid for their first five years in 
the country. 

Noncitizens' eligibility for SSI, which was restricted under 
welfare reform, was restored in the Balanced Budget Agreement 
of 1997. The restoration was limited, however, to elderly and dis- 
abled immigrants who were receiving SSI benefits at the time 
welfare reform was enacted or who were in the United States on 
August 22, 1996, and who later become disabled. Future immi- 
grants will be barred — a change that will affect immigrant chil- 
dren largely indirectly, through a loss of benefits to adult family 
members who constitute the major share of immigrants receiving 
SSI. 

In addition, many of the benefits for which undocumented 
children were previously eligible are likely to be withdrawn. This 
includes the Special Supplemental Nutrition Program for Women, 
Infants, and Children (WIC), most services provided under the 
Title XX Social Services Block Grant, and Head Start. Undocu- 
mented children retain their eligibility for emergency Medicaid, 
public immunization programs, and the school lunch program. 

The place of the recently enacted State Children's Health In- 
surance Program (SCHIP) in this reformulation of eligibility re- 
mains unclear, although it appears that it will be considered a 
federal means-tested program and so will follow the rules that 
apply to Medicaid. This program, enacted as part of the Balanced 
Budget Act of 1997, provides funds to states to enable them to 
initiate and expand the provision of child health insurance to un- 
insured, low-income children under age 19. States may spend the 
new funds in one of three major ways: to extend Medicaid cover- 
age to additional children, to support a separate state child health 
insurance program, or to do a combination of the two. States may 
also spend 10 percent of the funds for outreach activities, admin- 
istrative costs, or direct purchase or provision of health services 
to children. 

Within this overall structure, states have broad discretion in 
fashioning their programs with respect to specific issues such as 
eligibility, benefits, and cost sharing (see English, 1998; Institute 
of Medicine, 1998). States are still required, however, to provide 
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legal immigrants with some health and social service programs, 
such as those delivered under the Community Health Services 
Program, the Migrant Health Program, services delivered under 
the Public Health Services Act, and the Maternal and Child Health 
Block Grant, many of which are extremely important to immi- 
grant families. Furthermore, the 10 percent funds for outreach 
and direct provision of health services included as part of SCHIP 
may presumably be used for services, such as migrant health cen- 
ters, that immigrant families have traditionally used. 

Second, refugees arriving after August 22, 1996, will be eli- 
gible for SSI and Medicaid for seven years and for TANF and 
food stamp benefits for five years following their arrival. This 
change represents a significant departure in refugee resettlement 
policy by imposing time limits on benefits, which were previously 
unrestricted. In addition, refugees who were here prior to wel- 
fare reform are also subject to the five-year limitation on food 
stamp benefits. About 10 percent of immigrants in any given year 
are refugees (Fix and Passel, 1994), but they comprise a substan- 
tial proportion of some immigrant groups, such as Cubans, East- 
ern Europeans, and Southeast Asians. 

Third, the locus of many decisions affecting immigrant 
children's eligibility for benefits has shifted from the federal gov- 
ernment to the states. States will be faced with an intricate array 
of eligibility requirements and sponsorship rules. For example, 
states are in the process of determining current immigrants' eligi- 
bility for such major benefits as income assistance and health in- 
surance (the new federal restrictions apply largely to future im- 
migrants). To date, none of the major immigrant-receiving states 
(California, Florida, Illinois, New York, and Texas) has limited 
current legal immigrants' access to TANF, Medicaid, or Title XX 
block grant programs. States are, however, showing wide varia- 
tion in their decisions about whether to replace lost federal funds 
with state-funded programs for immigrants arriving after the en- 
actment of welfare reform. 

This devolution of responsibility for immigrant policy is likely 
to result in substantial state and even within-state variation in the 
benefits that both legal and undocumented immigrant children 
receive. For example, although California has decided to elimi- 
nate undocumented children from WIC, other states such as New 
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York have not. Furthermore, some states such as Maryland and 
New York have decided to use state funds to provide food assis- 
tance to immigrant children, but not to adults. In New York, these 
funds are provided as part of a cooperative state-county program. 
As a result, noncitizen children, youth, elderly, and disabled food 
stamp recipients in New York City have retained benefits, but 
their counterparts in other New York counties (e.g., Erie County) 
have not. 

Fourth, new mandatory federal reporting requirements com- 
pel state agencies that administer federal housing, SSI, and TANF 
programs to furnish the U.S. Immigration and Naturalization Ser- 
vice (INS) four times each year with names, addresses, and other 
qualifying information on any immigrants known to be unlaw- 
fully in the United States. Some are concerned that enactment of 
this new responsibility by agencies that serve immigrant children 
will act as a disincentive for undocumented parents of citizen and 
legal, noncitizen children to seek aid for which these children are 
eligible and from which they could benefit. However, this re- 
mains an open question. 

Fifth, the requirement for verification of immigration status 
has been expanded to apply to all "federal public benefits," the 
definition of which remains to be determined but could be quite 
broad. Likely to be included, for example, is Head Start, mater- 
nal and child health programs, the Child Care and Development 
Block Grant, and other programs that have benefited immigrant 
children. Children who apply to enroll in these programs will 
now be required to verify their immigration status, which could 
create a disincentive to enrollment, particularly for children 
whose parents are undocumented. In addition, the INS has re- 
cently promulgated long and complex new regulations that set 
out the new verification requirements for federal programs ( Fed- 
eral Register , November 17, 1997:61345-61416) and will be provid- 
ing requirements for verification in state and local benefit 
programs. Complexity could give rise to confusion among 
implementers and, accordingly, inconsistent service delivery. 

In sum, children in immigrant families, including those who 
have entered and are residing in the United States legally, now 
face major new restrictions and constraints on eligibility for ben- 
efits ranging from income supports to nutrition and health cover- 
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age. Their access to these benefits will now be conditioned by 
their date of arrival in the United States, entry status, state of resi- 
dency, and progress through the naturalization process. This rep- 
resents a marked shift in the nation's policies for immigrant chil- 
dren. 



Access Prior to Welfare Reform 

Throughout America's history, immigrants have had a pro- 
found effect on the composition of the country's population and 
have presented daunting social and economic challenges to suc- 
cessive American generations. During the last century, federal 
immigration or admissions policies have played a deliberate role 
in shaping the number and characteristics of foreign-born people 
admitted to the United States. These policies have been 
inclusionary by both historical and international standards 
(Melville, 1995), as well as comprehensive and explicit in their 
intent and rationale (for more information on the history of U.S. 
immigration, see National Research Council, 1997). More re- 
cently, they have been accompanied by policies that focus on the 
control of illegal immigration, including intensive border enforce- 
ment, employer sanctions, and verification and reporting require- 
ments in the workplace and in social service agencies. 

Characteristics of the current wave of immigrants have been 
shaped to a large extent by: (1) the 1965 amendments to the Im- 
migration and Nationality Act, which established family reunifi- 
cation as a central basis for immigration 4 and removed the nu- 
merical cap on the immigration of immediate relatives of U.S. 
citizens (a priority that was reasserted by the 1990 Immigration 
Act); (2) growth in humanitarian admissions fostered by the Refu- 
gee Act of 1980, which also established a program for settling and 



4 It is important to note that, although public debate sharply distinguishes be- 
tween family-based and employment-based admissions, this distinction is blurred 
in practice. Nearly half of employment-preference immigrants are the spouses 
and minor children of the principal beneficiary The great majority of doctors and 
engineers admitted to the United States in fiscal 1995, for example, entered under 
family unification and other nonlabor criteria (U.S. Immigration and Naturaliza- 
tion Service, 1995). 
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assisting refugees; (3) the Immigration Reform and Control Act 
(IRCA) of 1986, which established inclusionary strategies, such as 
the legalization of 2.7 million formerly illegal immigrants, as well 
as exclusionary strategies to control illegal immigration; (4) the 
Immigration Act of 1990, with provisions for doubling the visas 
available for highly skilled immigrants and their families from 
58,000 to 140,000 per year, authorizing the creation of a new cat- 
egory of "diversity immigrants" who would be admitted from 
countries that had sent comparatively few immigrants to the 
United States historically, and opening a significant new door to 
safe refuge in the United States by creating a temporary protected 
status; and (5) the Illegal Immigrant Reform and Immigrant Re- 
sponsibility Act of 1996, which requires that sponsors of legal im- 
migrants have incomes that exceed 125 percent of the poverty 
line, after taking into account the sponsor, his or her family, and 
the arriving immigrant and family members accompanying the 
arriving immigrant. The overall impact of these policies has been, 
thus far, to increase the number and share of immigrants from 
developing countries, notably Mexico, Southeast Asia, and Cen- 
tral America, many of whom have low labor market skills relative 
to the U.S.-born population (National Research Council, 1997). 

In contrast to these relatively unrestricted, comprehensive, 
and explicit immigration policies, the United States has had no 
explicit immigrant policy guiding the settlement and orientation 
of immigrants, or determining the nature and amount of public 
benefits available to immigrants after arrival (Fix and Passel, 1994; 
Simon, 1989); the exception is resettlement policies focused on 
refugees. Instead, immigrants have experienced varied eligibility 
criteria in the context of specific legislation regarding public ben- 
efits. Different immigrant groups have had very different access 
to resources depending on the array of private, philanthropic, and 
government programs and benefits available to them at their time 
and place of arrival. The degree to which private agencies and 
federal, state, and local governments have shouldered or shared 
primary responsibility for providing resources needed by chil- 
dren in immigrant families to ensure their healthy development 
has also changed over time. 
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Private Sources of Assistance 

A century ago, health care and other assistance for immigrants 
was provided mainly by private charities and self-help benevo- 
lent fraternal organizations. In fact, prior to the 1930s, impover- 
ished children in need of medical services, immigrant and citizen 
alike, received them from health care facilities affiliated with reli- 
gious institutions, such as church-affiliated hospitals, or from 
physicians employed by private charities or ethnic lodges and 
labor unions to which workers paid dues. Almshouses, sup- 
ported all or in part by public funds, were available only to the 
destitute, including immigrants (Kraut, 1994). 

Children who received medical attention upon arrival on Ellis 
Island or at any other immigration depot received no further at- 
tention from the federal government once they left the facility 
and were admitted to the United States. No federal programs 
existed for poor and needy children. Children's health, especially 
impoverished children in immigrant families, was the responsi- 
bility of state and municipal governments and private charity in 
the decades prior to the New Deal. 

Children who attended school had the greatest access to 
health education and health care early in the 20th century. Ini- 
tially, the public school teacher bore the main responsibility of 
vigilance between annual physician examinations, alerting the 
school doctors to suspicious signs of ill health among students. 
Increasingly, however, the school nurse became crucial not only 
in detecting disease but also in health education, including edu- 
cating parents about health care for their children. School nurses 
treated minor ailments, thus preventing loss of instruction time, 
and provided health care outreach to parents. 

Aside from particular ailments or disabilities, poor diet, im- 
proper personal hygiene, and insufficient health and exercise 
were among the most common causes of disease and disability in 
immigrant schoolchildren (Baker, 1939; Kraut, 1994; Riis, 1890; 
Spargo, 1906). In response to the problem of hunger, some re- 
formers advocated a program of low-cost or free school lunches 
for poor schoolchildren. In New York, school lunches were pro- 
vided in 17 schools by 1914, 11 of those in immigrant neighbor- 
hoods, with the support of philanthropists such as Andrew 
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Carnegie and Solomon Guggenheim. In 1919, the New York City 
Board of Education was funded to assume responsibility for serv- 
ing school lunches — a precursor to both the federal school break- 
fast and lunch programs and to the federal Food Stamp Program. 

Children and adolescents who were not in school presented a 
complex health care problem. Those working in sweatshops or 
doing piece work at home were not under the surveillance of 
teachers, school doctors, or school nurses. Yet the health of work- 
ing children and youth was threatened by some of the same occu- 
pational hazards that threatened the health and shortened the 
lives of their elders, including such occupational diseases as lead 
poisoning, phosphorous necrosis, and silicosis (Gold, 1930; Kraut, 
1994; Rosner and Markowitz, 1987, 1991). Children and youth 
living and working in congested environments were susceptible, 
as were their parents and older coworkers, to tuberculosis. De- 
prived of fresh air and healthy exercise, normal physical develop- 
ment was also curbed (Kraut, 1994; Stella, 1904, 1908). 

In urban areas, health care for working children and adoles- 
cents was available at dispensaries or from visiting nurses fi- 
nanced by private charities or urban governments. However, im- 
migrant children and youth often received care from the fraternal 
lodges to which they or their parents belonged. For example, 
Germans created and joined the Arbeiter-Kranken-nnd-Starbe Kasse 
der Vereinigten Staaten von Amerika (the Workingman's Sick and 
Death Benefit Fund of the United States), Eastern European Jews 
created and joined the Landsmannschafn (regionally based frater- 
nal organizations), and Cuban cigar makers contributed part of 
their wages to the formation of clinicas, providing access to health 
insurance or services (Davis, 1921; Kalet, 1916; Kraut, 1995; 
Mormino and Pozzetta, 1987). In addition, visiting nurses and 
health educators in settlement houses, such as Lillian Wald's 
Henry Street Settlement and Jane Addams's Hull House, sought 
to bring information about health and access to basic health care 
to America's newest resident children and families. 

Over time, however, the cooperative traditions many immi- 
grants brought from their home countries eroded with assimila- 
tion; more recent immigrants often did not have such resources. 
Moreover, as the costs of health care escalated, the resources of 
even the most successful benevolent associations and ethnic la- 
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bor unions became increasingly inadequate to the task of paying 
for the cost of care. 

Public Assumption of Responsibility 

Although the federal government assumed responsibility for 
inspecting the health of immigrants at the border after 1890, it 
was not until the 1930s that it began to provide direct financial 
assistance to the poor, including immigrant families. Prior to this 
time, however, the federal government had assumed some re- 
sponsibility for gathering data on children. In 1912, the Children's 
Bureau was established as a fact-finding agency and was allo- 
cated $25,640 to "investigate and report upon all matters pertain- 
ing to the welfare of children and child life among all classes of 
our people." Staffed largely by social workers and educators of a 
progressive bent, the Children's Bureau through its investigators 
reported data on child poverty, child health, and child labor, in 
particular, which in time provided the justifications for federal 
programmatic involvement in these arenas. 

The New Deal marked the first major initiative by the federal 
government to establish programs aimed at fostering the health 
of Americans, especially the poorest. Driven largely by public 
health concerns, funds were authorized for medical and nursing 
care; emergency dental work; the construction of hospitals, health 
clinics, and sewage plants; maternal and child care; care for physi- 
cally disabled children; and the promotion of state and local pub- 
lic health agencies. The basic architecture of a system for distrib- 
uting funds for health care, while recognizing special needs, 
including those of children, was well established by the late 1930s. 

Since that time, punctuated by a major expansion of direct 
federal responsibility for the care of the country's poor in the 
1960s, legal immigrant as well as U.S.-born poor children have 
benefited increasingly from federal assistance programs, the larg- 
est of which have been Medicaid, food stamps, SSI, and Aid to 
Families with Dependent Children (AFDC). Programs focused 
on children, such as WIC, childhood immunization programs, 
emergency medical services. Head Start, the school lunch and 
breakfast programs, and Title IV foster care and adoption assis- 
tance, have also been of great importance to immigrant children. 
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including undocumented children who have been eligible for 
these programs from their inception. 

As they have emerged over the past three decades, federal 
policies regarding immigrants' access to public benefits have in- 
corporated three important features. 

The first is the federal government's preemption of state 
power to determine noncitizens' eligibility for state or federally 
funded public benefits programs. Prior to 1972, federal statutes 
controlling state or local public benefit programs contained no 
eligibility restrictions based on immigration status; they were si- 
lent on the matter of immigrant eligibility. In the absence of fed- 
eral mandates, the states established their own citizenship and 
alien residency requirements. In the 1970s, however, the federal 
government began to expressly impose restrictions on immigrant 
access to public benefits in response to concerns about illegal im- 
migration, paired with concerns about major expansions in the 
costs of public benefits. Since then, through explicit legislative 
and regulatory provisions, the federal government has retained 
the power to establish immigrants' eligibility for federal benefits. 

The second feature is the restriction of benefits for illegal and 
temporary immigrants — but not, for the most part, for legal per- 
manent residents. Through the late 1970s, restrictions on immi- 
grants' use of benefits were limited to undocumented and to tem- 
porary immigrants (students, tourists, and temporary workers, 
for example). Illegal immigrants were barred from AFDC, SSI, 
food stamps, and full Medicaid benefits, retaining their access to 
emergency services funded under Medicaid. In the late 1970s, 
concerns began to emerge that some recently arrived legal immi- 
grants were abusing the welfare system. These concerns led to 
the imposition of new requirements that effectively withheld food 
stamp, SSI, and AFDC benefits for three years after the arrival of 
some immigrants who were not refugees. 

This withholding of benefits was accomplished by a policy 
called "deeming." Under deeming the income of an immigrant's 
sponsor is deemed to be available to the immigrant for purposes 
of qualifying for means-tested benefit programs. When the in- 
comes of sponsors and immigrants are combined, it is typically 
the case that they are so high that they disqualify the immigrant 
from receiving benefits. In addition, poor immigrants typically 
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will not be granted a visa unless their sponsors sign an affidavit 
of support, which is a pledge by the sponsor to (1) support the 
sponsored immigrant and (2) reimburse the government for ben- 
efits provided during the period the affidavit is in effect. 

Affidavits of support have not been enforced, however, be- 
cause they have been determined by the courts to be a moral and 
not a legal obligation. In the past, the affidavit of support has 
been in effect during the period of deeming — typically three 
years. Hence, the sponsor's obligation lapsed as the gov- 
ernment's began. The argument in favor of sponsor deeming and 
requiring an affidavit of support is that the government can ad- 
mit immigrants who are poor at the time of entry without worry- 
ing excessively about the public fiscal burdens. The argument 
opposing the new laws is that they erect multiple overlapping 
barriers to benefit use, including affidavits of support that are in 
effect until the immigrant naturalizes, bars to public benefits un- 
til naturalization, and deeming in public benefit programs. 

A third feature of immigrant policy in the modern era is the 
preferred treatment of refugees, who have experienced compara- 
tively unrestricted access to benefits since the end of World War 
II. Refugees, who now represent between 10 and 15 percent of 
legally admitted immigrants, have been eligible for state and fed- 
eral public benefit programs on the same terms as citizens from 
the date of their arrival. Although deeming in AFDC, SSI, and 
food stamps has been applied to legal permanent residents, it has 
not been extended to refugees (who are not sponsored). 

In sum, the majority of children in immigrant families reside 
in the United States legally and in accord with immigration poli- 
cies that have repeatedly identified family reunification as a cen- 
tral and explicit goal of immigration. These children now face a 
complex and newly redefined array of eligibility criteria for pub- 
lic benefits that, as of 1996, categorically exclude many of them 
from coverage and leave many others subject to the decisions of 
state governments. This new landscape of immigrant policies for 
children, although not unprecedented in the modem era, 5 repre- 
sents a major departure from the policies of the last 25 years. 



5 Even prior to passage of the welfare reform legislation, public benefits for im- 
migrants have been restricted. For example, immigrants whose status was legal- 
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